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PREFACE 


This book represents a simplified and shortened 
edition of my “Praetice of Gynaecology,” which has 
just been published, and which in turn represents the 
Fourth Edition of my “ Short Praetice of Gynaecology.” 
It is intended for the use of students by whom the 
larger book may be found too full. 

I have divided it into two parts. Part I. deals with 
Gynaecological Diseases and their Treatment, and with 
minor Gynaecological Operations. It contains, I think, 

all that a student can be expected to know. Part II> 

• . 

deals with certain major Gynaecological Operations, 
and has been added to enable the student to follow and 
understand these operations, when he sees them per- 
formed in the operating theatre. 

I hope^the book may be found useful by those for 
whom it is intended. 


« 


• JBJpKNES, 

Bslgium. 


HENRY JELLETT. 
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PART I. 


GYNiECOLOOICAL DISEASES AND 
THEIR /TREATMENT, 

INCLUDING MINOR GYNAECOLOGICAL OPERATIONS. 




A SHORT PRACTICE OF GYNAECOLOGY. 

PART I. 


CHAPTER I. 

THE DIAGNOSIS OF GYNECOLOGICAL CASES. 

The History of the Patient — Physical Examination ; Pelvic Examination, Bimanual 
Examination, Combined Boctal and Vaginal Examination : Abdominal Examina- 
tion — Diagnostic Instruments : Speculum, Tenaculum, Sound, Curette, Cervical 
Dilators, Microscope — Diagnostic Operations — Importance of Early Diagnosis. 

A DIAGNOSIS is reached in gynsecological cases first by ascertaining 
the history of the patient, and then by making a careful and complete 
physical examination. The relative value of the information obtained 
respectively by these two methods differs in different cases. The 
history of the patient is always of importance, inasmuch as it tells us 
of what she is complaining, that is what her subjective symptoms are, 
bill it is seldom that an accurate diagnosis can be made from it. Gynae- ' 
cological conditions, differing widely in pathology and in clinical 
importance, tend to cause symptoms which are identical in general 
character, which differ only to a small extent in degree, and which con- 
sequently will not form a sound basis for accurate diagnosis. The 
physical exadfhination, on the other hand, if thoroughly and systemati- 
cally carried out, is of extreme importance, and enables the cause of 
the particular group of symptoms to be discovered. 

• • 

• I. The Histoey of the Patient. — In eliciting the histoi^ of the 
p3tfent the following are the principal points on which information 
must be obtained : — 

— The life of a woman tan be divided into certain 
have an important bearing on her symptoms and 
physical condition, and on gynaecological treatment. These periods 
are as follows : — 

{a) Infancy and childhood.^ This period lasts from •birth ..tQ 
* pu bertvr and during it the sexual organs are dormant, so 
that,' §0 far as they are concerned, the child* is asexual. 

(b) Puberty. Pubert y is the tenn applied t o th^beginning of the 
sexual life of the woman. The age at which it occurs diffe rs 
considerably in different, coHfltrics,^and is a ffected by climat e. 


(1 ) Her Age . 
periods which 
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mode of l ife, a nd race. As a general rule, it occurs earlie r in 
hot countries, and later in cold countries ; earlier m^gidsjyho 
live in a city or in affluent circumstances, later in those who 
live in the country or in poor circumstances ; earlier in the 
Latin races later in the Anglo-Saxon. In these couiitries, > 
, puberty usually occurs between the ages of thirteen and six- 1 
teen. Its onset is characterised by a rapid development of 
the breasts and genital organs by the occurrence of menstrua- 
tion, by changes in the outline of the figure due to the increased 
deposit of fat, and by alterations in the habits and inclinations. 

(c) ^Nubilitj. Nubility is the term applied to., the period- of 

sexual activity during which childbirth may occur. It lasts 
from puberty to the menopause. The first few years of this 
period are characterised by progressive development of the 
sexual organs, the last year or two by gradual retrograde 
changes which take place in them, and the intervening years 
by full activity. 

(d) Menopause. The menopause is the_term applied to the 
period of cessation of menstruation and sexual activity. 
The exact age at which it occurs varies m different women 
within considerable limits. Aa^ rule it cornea on^between 
forty-five and fifty, while the average age is said to be forty- 
seven, i.e., thirty-three years after puberty. It is charac- 
terised by the cessation of menstruation^, by th e gradual 
loss of the sexual appetite, and^ in some women^ by slight 
nervou s dist urbances. 

* (e) Post-cl imacteric period. This Is the concluding period of a 
woman’s life, and extends from the menopause fo death. 
It is characterised by atrophy of the genital organs. 

(2) married, for how long ? 

' If a wiSow^Torno^Ton^^^n^mam^, and for how long is she a 
widow I The state of life of a woman is important as showing that she 
is, or is not, exposed to some of the causes of genital disease. Fox at 
similar reasmi, if she is married, one must ascertain if she liveft' with heri 
husband," and, if not, how kng an interval has elapsed since she last I 
did so. 


(3) Nurnber and Nature of Pregnancies , — ^In addition to ascertidmng 
the number of pregnancies,* information must be obtained r^rding 
their nature and the nature of the respective labours. With this 


object, the following points must be itsoertained : — - , • 

fh) Duration of pregn ancies, ^.e., number of abortions, immature 
m premature birt^, and fuUrtenn labours, 
f (ft) Nature of labours, normal, prolonged, or instrumental j 
nature of complicatioae, if aiiy. 



THE HISTORY OF THE PATIENT. 


5 


^ftture of the puerperiu m, i.e., a rapid convalescence and a 
complete recovery, or a protracted convalescence ; if the 
latter, the cause of protraction. 

{d) Time si n ce t he bi rth of the las t ch ild. If pregnant at present, 

* for h ow long ? 

(4) Menstrual History. — The menstrual history is a most injpor- 
' tant part 0 ^ the information afforded by the patient. Information 
on'the following points should be elicited : — 

{a) The a ge a t which menstruation began. 

(6) The usual interval between tl^e periods, and the occmrrence 
of any variations in it. The usual interval is about twenty- 
four days from the end of one period to the beginning of the 
next. 

(c) Amount of disc^rge, whether normal, excessive (menorrhagia), 

scanty, or absent (amenorrhoea). It is often difficult to 
determine with any exactness what a woman means by 
saying that the discharge is natural, excessive, or slight in 
amount. Every woman is more or less a rule to herself, 
and usually when she says that the loss at a period was 
natural, excessive (menorrhagia), or slight in amount, she 
means that the amount was the same as, was greater than, 
or was less than, it habitually is. Some more definite idea 
• of the amount of the discharge may be obtained by inquiring 
into the number of napkins used daily during the period, 
and the extent to which each was soiled. The average amount 
of discharge is from four t o six ounces. 

(d) The usual duration of the period. The duration of the period 
varies considerably in different women, even in perfect 
health. The usual duration is from four to five day s. 

(e) The occurrence of pain. A varying degree of discomfort or 

even actual pain (dysmenorrhoea) occurs in a considerable 
proporfign of women, who otherwise appear to menstruate 
normally and are apparently in perfect health. Pain, how- 
Sveiy must be regarded as pathological when it is sufficient to 
interfere with the avocations of the woman or with her 
general health. 

(/) The passage of clots . Normal menstrual discharge should not 
contain clots. Their presence jA always p atholog ical. 

(g) Tim occurrence of a discharge o f bloo d between the j)eriodB . 
This never occurs in health ; it is a symptom of many of the 
graver forms of uterine disease, and is known asmetrorrhagi a. 

(h) The date of last me nstruation . This is of considerable 

importwtt^, aFit po to, or excludes, the probabilily of 
pr^nancy^ ^ , 
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P'^^sence of Discharge. — The presence of a white 

or yellow vaginal discharge (leucorrhoea) is a symptom common to 
many forms of vaginal and uterine disease. It usually is mucoid or 
muco-^purulent in character, but in some cases is watery or contains * 
blood. o 

(6) The Existence of Pain. — The occurrence of pain, apart from that 
limiteJ to the menstrual period, must be ascertained, and also its site, 
degree of intensity, whether continuous or intermittent, and, if inter- 
mittent, when and how often it occurs. 

(7) The General Health. — In addition to determining the presence of 
special symptoms — the result of genital disease, the presence of any 
symptoms suggestive of disease of any other part of the body, such as of 
the cardiac, respiratory, digestive, and urinary systems, must also be 
ascertained. 

II. The Physical Examination. — The information obtained from 
the physical examination of the patient is even more important tha’^ 
that obtained from her history. The latter tells the symptoms of 
which the patient requires to be cured, and in most cases furnishes 
at least a clue to the nature of the case ; but for the exact diagnosis 
of the condition of affairs present one must rely chiefly on the physical 
examination. The physical examination may be placed under two 
heads : — c 

(1) Abdominal examination. 

(2) Pelvic examination. 

(1) AMominal Examination. — If we exclude the examination of 
organs other than pelvic, abdominal examination is only of use in 
gynaecological cases when the abdomen is occupied by a l^i^mour which 
has risen above the pelvic brim, or when the abdomen is distended by 
fluid. In such cases we can obtain by its means, first, a diagnosis 
b^ween aliimour and ascites, and secondly^ if the presence of a tuinpur 
is determined, some information T/^ith regard to its stze^ consistency, 
outline,^ and connections with the other abdominal contents. AJxJo® 
minial examination is of special assistance in distinguishing between 
large utenne or ovarian tuipours and a pregnant uterus, an enlarged 
kidney or spleen, or other tumour of the abdominal as opposed to the 
pelvic viscera. 

(2) Pelvic Exam ination.— A thorough pelvic examination is essential 
in all g 3 jnaecological cases, and, in order to carry it out satisfactorily, 
tha pati^t must lie in the dorsal poiAtion on a suitable couch, and^the 
abdotninai w^ls must be relaxed^ K. to procure 
^ Si^cjent relaxation without an an aesthet ic, t he la tter must be adminis - 
tejled . In all ^ses the bladder, and^ if possible, the inte^tmes^ mc^^^ 

Until recently, the most suitable gynsecological couch 
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was the. “ Veit-Schroeder,” or some modification of it (v. Fig. 1), but 
now numerous forms of metal gynaecological tables ” or “ chairs ” 
are made, most of which are very suitable for their purpose. If, 
however, a special couch is not available, a satisfactory pelvic examina- 
tion «an be made while the patient lies on her back on a low couch or 
bed with her thorax slightly raised and her knees drawn up, so as to 
obtain the maximum relaxation of the abdominal wall. 

Vaginal examination alone is not of such importance in gynae- 
cological as in obstetrical work. By its means the condition of the 
perinaeum, of the vagina, and of the cervix can be determined, but 
beyond this little information is obtainable. 

The mode of examination on which w^e almost entirely rely for pelvic 
information is bimanual examination.” This is carried out as 



Fig. 1. — Veit-Schroeder gynsccolugical couch. 


follows : — Place the patient on a gynaecological couch, if one is available, 
her knees flexed over the knee rests, and her buttocks at the front edge 
of the seat, and then stand between the knees with the right foot upon 
• t|j^ stool of the touch. Having^scertained that the bladder ft empty, 
introduce the index finger of the right hand into the vagina, keeping it 
pressed against the perinaeum, and pass jt upwards into the anterior 
fornix. At the same time the elbow must rest upon the right knee, in 
order that the weight of the arm may be supported. The fingers of 
the left hand are then laid flat upon the abdominal wall in the middle 
line, the tips reaching halfway up to the umbilicus. The tips of the 
fiqgers are pressed backwards in the direction of the promontory of the 
sacrum, in such a manner that the fingers roof over^ as it were, the 
pelvic cavity. • Now, by endeavouring to approximate these with the 
finger in the vagina, we can feel that something lifes between J;hem 
(v. Fig, 2). By gently rotating the external fingers, we are able to map 
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out the outlines of the intervening object, and to determine in a normal 
case that it is the uterus. If the finger in the vagina is not of sufficient 
length, by inserting the middle finger also we are enabled to reach some ^ 
half an inch higher. If we approximate the fingers without findii^g any 1 
resisting body between them, we should withdraw the vaginal fingers) 
from the anterior fornix and place them directly under the cervix. ^ 



Fio. 2 — Method of making a bimanual exammation. 


Then, by pushing the cervix upwards in the direction of the external 
fingers, the entire uterus, if it is in front, is hfted up towards the‘ 
abdominal wall, and is more easily felt. I^the uterus is lying posteriorly,! 
th^ <^rvix, and its junction with thfe body, alone are felt. Next, 
vaginal fingers^^are passed into the posterior fornix, ‘and, using thet 
etifsrml fingers before, the contents of Doi^Uw’ pouc^ are examined. ^ 
Iii Wd^ to palpate the ovaries, the vs^nal fingers are placed in one or | 
other lateral fornix, and approidmated to the external fingers. If the i 
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ovary is not at once felt between them, both hands are drawn slowly 
and gently downwards towards the anterior wall of the pelvis and 



Fig. 3 . — The external genitals m a virgin. L.Ma. Labium majus. L.Mi. Labium 
minus. C. Clitoris. U. Urethral orifice. H. Hymen. V. Vagin|l orifice. 
F. Posterior lovrchette. P. PerinsBum. 

a 

parallel with the* conjugate diameter of the brim. Th^ ovary of the 
same side will th*en be felt to shp between the fingers^ The opposite 
ovary can be felt by examining at the opposite side in a similar manner. 

If the ovaries are not felt at first, the fingers should be again dxawn 

•• 
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down as before, but keeping closer to the pelvic brim or to the uterus, 
so as to travel over fresh ground. ^ is usu ally considered best to 
examine the right adnexa with the fingers of the right hand in the 
vagina, and the left adnexa with the fingers of the opposite hand. The 

* ~ • 

l m 



Fig. 4. — The muscles of the pelvic floor as seen from below. {Kelly.) 

f * 

great essentials necessary to make a successful bimanual examination 
are b iaduce«the patient to relax the abdominal muscles or to obtain 
relaxaitimi by ansesthesia, to be sure that the bladder and intestines are 
(Wpty, and to make all movements with extreme gentleness, avoiding 
as far as possible any unnecessary- movements of the v^nal fingers. 
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A modification of this method of examination, and one which often 
enables us to obtain more information, is to make the examination as 
a n abdomino-vagino -rectal examination instead of as an abdomino- 
Vaginal examination. This is carried out in the same manner as the 
previous method, with the exception that the middle finger of the right 



Fig. 5. — Sagittal section through adult body, showing the normal position and relations 
of the uterus, bladder, rectum, and abdominal walls. The intestines are not 
shown, and the dotted line represents the outline of the -pelvic bones. Note the 
proximity of the anterior abdominal wall to the sacral promontory. (Kelly.) 

hand is passed into the rectum, the index finger being kept in thf vagina . 
I n this way i^is possible to tell not only what lies b etw een the roof of 
t he vagin a and 1»lie abdomin al wall, but also at the sam^ ti me wha t |ies 
between t he vagina and the rectum. 

It must not be forgotten that, in addition to the*abdominal and 
pelvic examination, a thorough physical examination mus t be made in 


12 THE DIAGNOSIS OF GYNiECOLOGICAL CASES 


all cases with a view to determining the condition of the cardiac, 
respiratory,^ urinary, and digestive organs 
The latero-prone position, also known as Marion Sims* positio n, as, 
he was the first to describe it, is still used by some gynaecologists, both 
for the purpose of making a pelvic examination and for peiforming 
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cerha^ vj^mal operations. We do not recommend it, and so do tiot 
desoibe it. • 

^ • 

Diagnostic InstniiSieiitB. — Among the more important instruments 
which are used for diagnostic purposes are the following : — 
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Speculum. — A suitable speculum is necessary in order to ascertain 
the condition of the vaginal or cervical mucous membrane. The most 
serviceable form for this purpose i s Fergusson*s cylindr ieal speculjim 
or some modification of it (t;. Fig. 7). It must be made of meSl or of 
porcelain, to enable it to be sterlliaed b y b oiling. Another form, which 
is sometimes more easily used as it is self-retaining, is Nott^s tri valve 
speculum {v. Fig. 8). This is composed of three blades, which approxi- 



mately form arcs of the same circle. It is inserted with the three blades 
in apposition with one another, and, when in position in the vagina, 
these are made to diverge eccentrically by means of a screw. A long 
posterior speculum ma y also be used , but, if so, it will be necessary to 
catch and draw down the cervix with a volsellum in order to expose it 
suffij^iently. 



Fig. 8. — Nott’s trivalve epeculiwi, almost ^ scale. 


Volsellwn . — The most generally used form of volsellum is that known 
as an American bullet forceps (v. Fig, 9). Such an instrument is 
required for fixing the cervix nr drawing it down into view. , 

Sofird . — A uterine sound is of use for ascertaining the position of the 
uterus when it is impossible to do so by a bimanua l exaTp fn a.f:lf>i^ It is 
also used for asc^lrtaining the length and size of the uterine cavity, the 
presence of an abnormal formation of the uteru s— as dnuble uterus or 
t %e lik e, and the existence and outline of intra-uterine tu mours. ' The 
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sound, like many other things, has fallen into a certain amount of dis- 
repute owing to its too frequent and too incautious use in the past. 
When it is introduced through a septic vagina into the uterine cavitj^ 
it is undoubtedly a dangerous instrument. It must be remembered 
that, if it is to be used with safety, the vagina must first be thoroughly 
douched and disinfected, or else the sound must be passed through the 
latter in such a manner that it does not come in contact with the 
mucous membrane. 

Curette , — A curette is a serviceable instrument for ascertaining 
the nature of obscure conditions of the uterine mucous membrane, 
inasmuch as it enables us to bring away a small portion of the 
latter, which can then be examined under the microscope. By its* 
timely use in cases of uterine haemorrhage, malignant disease can be 
recognised in its early stage, and thus the most favourable chance given 
for successful operative interference. 

Cervical Dilators . — Cervical dilators of some form are required in 
almost all cases in which it is considered necessarv to remove with the 



curette a portion of the mucous membrane for examination, or to pass 
the finger into the uterus in order to ascertain the nature of the con- 
tents. They may be divided into two classes- -those which act slowly, 
and those which act rapidly. 

In the first class come the so-calied “ tents ” and hydrostatic dilators. 
A teni is the name applied to a group of cylindrioal rods of different 
sizes made from various absorbent substances, which tend to incr^ale in 
s ize as they imbibe moisture. The commonest, and the safesF to use, as 
they can be most easily stefilised, are made from sea-tangle {Larninqria 
digitata). These are sterilised by prolonged immersion in absolutej 
alcohol and corrosive sublimate (one per cent, solution), or by boiling, 
in super-heated alcohol in the author’s catgut steriliser. They ar e 
passe d^ i nto the cervix, taking care that th^ travers e the internal o s. 
The nuniber used depends upon their size and upon the initial capacity 
of the cervical canal It is better to use a number oj small tents than 
one or two large ones, and as a rule as many are inserted as the cervix 
will hold without any forcing. Th qr p roduce their maximum amount 
ft f_^di1fl.f^tion within twelve to tWentv-four hours , and, if a further 
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amount of dilatation is required, the first set is removed and a 
larger number inserted. Tup elo-wood tents are sometimes used as 
a substitute for laminaria. They can be. obtained of a largely size 
than can the latter, and are said to expand more uniformly. They are 
sterili^d as described above. Hydrostatic dilators — of wh ich Barnes’ 
bag i s an example — are very rarely used in gynaecological practice. A 
third method of gradual dilat at^n , but one which is very much slower 
than the foregoing, is the ii^roduction of a succession of firm tamponades 
of iodoform gauze into the uterine and cervical cavities. Each 
tamponade is left in for from twenty-four to forty-eight hours, and 
the process usually requires to be repeated some six or eight times 
in order to obtain sufiicient dilatation. During this process, it is not 
necessary to confine the patient to bed, as is the case when tents are 
used, and this in itself is sometimes of advantage. 

In the second class of cervical dilators are included Hegar’s dilators 



• Fig. 10. — Hegar’s dilators. 

and their various modifications. Hegar’s dilators are usually made of 
metal, in twenty-six sizes {v. Fig. 10). They are graduated from No. 1, 
which is about the size of a coarse knitting-needle, up to No. 26, and the 
numbers cori^spond to their diameter in millimetres. In order to 
introduce them, the cervix is exposed by passing a posterior speculum, 
and is seized in a bullet forceps and drawn down. Then, after ascer- 
taining the direction of the cervical canal by means of a sound, the 
largest dilator ^hich the cervix will admit is introduced. JThis is 
follotv^ed after a few seconds’ interval by the next in size, and so on 
until the^equired degree of dilatation is obtained. These dilators 
furnish the most satisfactory means, oi obtaining the degree of 
diiatatipn necessary for curetting, i.e., about up to No. 10 ; after 
this, however, they tend to tear the cervix unless it is unusually 
dilatable. The method of carrying out dilatation will be described 
later. • 

TAe Microscope . — It is impossible to deal here with the use of the 
microscope for diagnostic purposes, and it is only neeessary to call 
attention to the*necessity for microscopical examination in diagnosing 
malignant disease in its early stages, and tuberculous disease at almost 
any stage. 
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Diagnostic Operations. — In s ome cases* of obsc ure i ntra-perito neal 
dis^se^the only method of making a diagiosis is„by means gf^^cfielio- 
tomy, t.c., the opening of the abdominal cavity. Such a coeliotomy 
may be performed through the abdominal wall or through the vagina® 
The digital or instrumental exploration of the uterine cavity, the 
removal of the endometrium or of a portion of some cervical or vaginal 
tumour for microscopical examination, and the digital or ocular exami- 
nation of the bladder, must also be included under this heading as 
minor diagnostic operations. 

Before leaving the subject of diagnosis, we should like to insist on the 
necessity of making an accurate diagnosis in all cases of uterine 
haemorrhage and of abdominal tumours at the earliest possible moment. 
Nothing has contributed so much to the comparative failure of the 
operative treatment of malignant disease in the past as the neglect of 
this precaution. 



CHAPTER II. 


MENSTRUATION AND ITS DISORDERS. 

Menstruation : Theories concerning — Amenorrhoea ; Apparent, Actual — Menorrhagia 
and Metro rrhagia — 1 >ysinenorrho8a — Leucorrhoea. 

MENSTRUATION. 

Menstruation (menstnmlis, monthly) is the term applied to the 
periodical escape of blood from the uterus, which escape takes place 
physiologically every fourth week from puberty to the menopause, 
except during pregnancy and lactation. In these countries, puberty, 
as a rule, occurs between the ages of thirteen and sixteen. In hot 
countries, on the other hand, it comes on at an earlier, and in cold 
countries at a later date. The menopause usually comes on about 
thirty-three years after puberty, that is some time between forty-five 
and fifty. The menstrual discharge consists at first of mucus from 
the uterine and cervical glands, and then of venous blood which 
normally does not clot. This absence of clotting is attributed variously 
to mixture with the acid vaginal discharge, and to the presence of 
trypsin which digests the fibrin and so leaves the blood defibrinated. 
There are also in the menstrual discharge fragments of endometrium 
which are undergoing degeneration. The discharge varies in amount 
from four to Six ounces, and it continues normally from four to five 
days. In the amount of the discharge and the attendant symptoms, 
the duration of the period and the interval between the peripds, every 
woman is a law ^ herself. The phj^sical and mental effects of normal 
menstruation on the woman have been the subject of much disc^^ssion, 
anif it is generally considered that slight pain, and some general 
disturbance as shown by headache and lassitude, are normal. 

The principal changes which take plac« during or in association 
with menstruation are to be found in the ovaries and in the uterus. 
In the ovaries the process known as ovulation, that is, the ripening and 
escapy of an ovum from the ovaries, takes place, followed by the forma- 
tion of the corpus luteum. The latter forms in the empty Gh*aafian 
folKfle in the following manner (Sobotta) : — The follicular epithelium 
begins to proliferjite immediately the ovum is expelled, and, supported 
by a framework of connective tissue and blood vessel^ soon fills the 
entire cavity of the follicle. When fully developed it forms a gland- 
like mass of polygonal cells rich in lutein, an<J very similar to adrenal 
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tissue, both macroscopically and microscopically. There is no differ- 
ence, as was formerly supposed, between the corpus luteum found in 
association with an impregnated ovum and the corpus luteum found 
when impregnation does not occur. The functions of the corpus 
luteum are not definitely determined, but it is believed to possess an 
internal secretion which has a controlling effect on the embedding of 
the ovum, and the early development of the embryo (Fraenkel). 

The secr etion is believed also to cause rapid coagulation o f t he 
blood, and to have some effect in producing the normal cessation of 
menstruation. 

Usually, the ovum after it has escaped from the ovary enters the 
Fallopian tube, and is carried along it into the uterus. If the ovum is 
fertilised, it becomes embedded in the uterine mucous membrane. If 
it is not fertilised it is absorbed, or it passes into the vagina. The 
exact relation in point of time between ovulation and menstruation 
is not very clear, but in all probability the ovum enters the uterine 
cavity shortly after menstruation. According to so)ne writers, 
ovulation and the formation of the corpus luteum have a constant 
relation to the changes which occur in the uterus. The bursting of 
the follicle and the beginning of the development of the corpus 
luteum occur in the first fourteen days after the onset of menstrua- 
tion. They are coincident with the menstrual, post- menstrual,* and 
interval changes in the uterine mucous membrane. The stages of 
vascularisation and ripening of the corpus luteum are coincident with 
the pre-menstrual period. The degenerative changes in the corpus 
luteum begin usually with the beginning of the menstrual period, and 
are associated with it and with the interval. Ovulation does not 
occur during pregnancy. 

In considering the changes which occur in the uterus in relation to 
menstruation, one must divide the menstrual cycle into four periods. 
These are as follows : — 

(I; The post-menstrual period, ^ o o 

(2) The interval. ' 

(3) The pre-menstrual^period. 

(4) The mpnstrual period. 

The post-menstrual period lasts for five days, the interval lasts 
approximately for fifteen days, the pre-menstrual period lasts for 
five days, and the menstrual period lasts for three day's. During the 
post-menstrual period the glands of the endometrium are enz^pty, 
and are non-functioning ; the mucous jnembrane is thin and anaemic. 
During, the interval the blood supply of the muc(5fus membrane is 
gradually inerbasing until, towards the end, it comes into a condition 
of hypersemia. During the pre-menstrual period the mucous membrane 
is very hyperaemic, the^^glands are in full function secreting mucus, 
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the mucous membrane is thick, the epithelium is very swollen and 
well defined, and the stroma cells are swollen and pale. During 
lihe menstrual period mucus and blood escape, and the oedema of 
the epithelium and stroma cells continues. The cause of the 
haemorrhage is considered by some to be the eating through of 
the walls of the dilated capillaries by trypsin, which is present 
in the mucous secretion which escapes during the pre-menstrual 
period. This trypsin will digest albumin in the presence of an alkali, 
and to it is also due the oedema of the superficial stroma cells at this 
stage. The surface epithelium then ruptures from increased pressure, 
and visible menstruation occurs. 

In order that menstruation may occur normally and regularly certain 
conditions must be fulfilled. First, the generative system must be 
normal. Secondly, the circulatory system must also be normal, and 
the character and quantity of the blood. Thirdly, the nervous system, 
in so far as it relates to the genital system, must work normally. 
Fourthly, the ductless glands, amongst which one may include the 
ovaries themselves, must produce their secretion in due harmony with 
the needs of the body. The only one of these factors which it is neces- 
sary to discuss at any length is the ductless glands. It is obvious that 
if the uterus and ovaries do not undergo their proper development at 
pubtrty, or if they are congenitally absent, or seriously malformed, 
they cannot function properly, and menstruation cannot occur 
normally. Similarly, if the quantity of blood and the character of the 
blood in the body is insufficient to allow the necessary hyperaemia of 
the uterine vessels during the pre-menstrual stage, menstruation 
cannot normally occur. The manner in which the nervous system 
affects menstruation is perhaps more obscure, but it is probably 
connected with the vaso-motor requirements of the uterus. The 
effects of the secretion of the ductless glands, both on the development 
of the genital orgSns at the time of puberty and on menstruatioi^itself , 
havtfetely received a considerable amount of attention. Blair Bell, in 
particular, -^has endeavoured to elaborate their mutual relations, and 
in what follows we reproduce his views. He tries to show that even 
though the genital organs are present and normal at birth, puberty 
does not follow unless there is harmony between all the ductless 
glanrds. Thyroid or pituitary insufficiency causes the genital organs to 
remain infantile, and unless the thymus atrophies they also ftemain 
unde¥eloped. Oophorectomy in young animals causes the uterus to 
remain infantile. .If performed during adult hfe the uterus atrophies. 
Thyroidectomy pfoduces atrophy of the uterus, although, conversely, 
it tends to cause an increase in ovarian activity. If the internal 
secretioi^L of the ovary is insufficient the tendency is towards limitation 
of the menstrual discharge. Excessive ova^an secretion, on the 
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other hand, causes menorrhagia. Thyroid insufficiency always causes 
diminished menstruation or even amenorrhcea, according to its degree. 
Dysmenorrhoea may also occur. Excess of thyroid secretion tend^ 
to cause menorrhagia in young girls. Pituitary insufficiency is 
associated with amenorrhcea or scanty menstruation. Excess of 
pituitary secretion tends to cause the development of masculine 
characteristics, with which amenorrhcea will be associated. Supra- 
renal insufficiency causes amenorrhcea, due to general disturbances 
and to uterine atrophy. Excess of suprarenal secretion also causes 
amenorrhcea and sterihty. Excess of thymus secretion, due to the 
persistence of the thymus glands, causes amenorrhcea and undeveloped 
genital organs. 

The best explanation of the regular four-weekly recurrence of 
menstruation is that menstruation is a cyclical process, exactly as is 
respiration or the action of the heart. The respiratory cycle lasts 
for four seconds, the cardiac cycle for a little less than one second, while 
the generative cycle lasts for four weeks. 

AMENORRHCEA. 

Amenorrhcea (a, negative ; a month ; I flow) is the 
term applied to the non-appearance or disappearance of the menstrual 
discharge during the normal “ menstrual life of a woman. This 
disappearance may occur as a physiological or as a pathological process. 
It is a physiological process when it occurs as the result of pregnancy or 
lactation ; it is a pathological process when it results from either local 
or general disease. • 

Pathological amenorrhcea, with which we are alone concerned, may 
be divided into two classes : — 

(a) Apparent amenorrhcea. c ^ 

{*) Actual amenorrhcea. ^ • 

(a) Apparent Amenorrhcea. — By* apparent amenorrhoeaj^or crypto- 
menorrhcea {KpvnTos, hidden ; ; piw)^ is meant that there is no 

external appearance of iflenstrual discharge, although the ordinary 
menstrual changes are taking place inside the uterus in the usual 
manner. Such a condition is the result of an obstruction, congenital 
or acg[uired, to the outflow, of the menstrual fluid. Obstruction 
is usually caused by an imperforate hymen ; rarely it arises as a 
result of congenital occlusion of the vagina or cervix, or from acquired 
r obstruction *o| these passages due to their cicatricial obliteration. 

> {b) Aetnaif^ Amenorrhcea. — By actual amenorrhcea is meant that 
theisi, is a complete ces^tion, either temporaiy or permanent, of the 
physiological escape of»f)lood front) the uteine blood-vessels, ft must. 
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however, be remembered that the occurrence of actu al amenorrhoea 
does not by any means imply that ovulation is not going o n in a normal 
jtnanner. In some cases this latter process is completely suppressed^ if 
iTEadever started ; in other cases it continues, although there may be 
no m&strual discharge associated with it. 

We have seen that menstruation is dependent on the healthy con- 
dition of certain of the great systems of the body, and so it follows 
that any interference with the functions of these systems may bring 
about amenorrhoea. These systems are : — 

(1) The generative system. 

(2) The circulatory system. 

(3) The nervous system. 

(4) The ductless glands. 

(1) The Generative System, — ^Amenorrhoea occurring as the result 
of pathological conditions of the generative system may be 
due to : — 

{a) Congenital absence of uterus or ovaries. 

(6) Removal of uterus or ovaries by operation. 

(c) Atrophy of ovaries or endometrium or complete destruc- 
tion by inflammatory disease, by new growths, or after 
parturition (hyperinvolution). 

(2) The Circulatory System. — All diseases or conditions in wTbiich the 

ambunt of blood is lessened or altered in quality tend to produce 
amenorrhoea. The chief of these are anaemia, chlorosis, leucocy- 
thaemia, and all conditions which give rise to profuse or frequently 
repeated haemorrhages. All debilitating conditions will also come 
into this list. Amongst such conditions may be mentioned tuberculosis, 
malignant disease, the final stages of cardiac and renal disease, debili- 
tating# fevers during the period of pyrexia and of convalescence, and 
various toxic conditions, as in chronic poisoning by lead, mercury, 
morphia, and alcohol. ^ 

9 (3) The Nervous System. — General paralysis and other 
nef^ous disease frequently produce anienorrhoea. So-called “reflex 
amenorr^ a ” is said to be caused by sudden chills, iced drinks, or 
cold baths, just before the appearance o£ the flow. Such conditions 
may give rise to a very temporary amenorrhoea lasting for one period ; 
but it is difficult to understand how they could produce a more per- 
manent effect. Finally, there is the condition known as “ sympathetic : 
amenorrhoea .” i.e., amenorrhoea occurring in patients wno are v^ 
anjftous to believe themselves to be pregnant, or who are persuaded 
that they have reached the menopause. • 

(4) The ductless glands may produce amenorrhoea^ in one of two 
ways : — ^first by interfering with the development of the genital 
system, and secondly by interfering with the normal .m^strnar^ 
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processes in the case of a normally developed genital system. We have 
already seen how abnormalities of secretion affect menstruation. 
Absence of the ovaries, or absence of their internal secretions before 
puberty, prevents the development of the uterus. Removal of the 
ovaries after puberty, or ovarian insufficiency, tends to cause a 
gradual disappearance of the menstrual discharge. Thyroid in- 
sufficiencv . pituit ary insufficienc y or excess of secretion.^nd supra- 
renal insufficiency or excess of secretion, all tend to cause amenorrhoea, 
md fre quently sterility, while the persistence of the thymus gland is 
''accompanied by failure of development of the genital organs. In 
thyroid insufficiency, the patients are often obese, and lack energy, 
and pains in the breast may occur before each period. 

Treatment . — The treatment of amenorrhoea of genital origin will be 
considered under its proper headings. Here, we shall only discuss the 
treatment of cases of extra-genital origin. Where amenorrhoea is due 
to circulatory disturbance, particularly anaemia, treatment consists in 
regulating the functions of the body, particularly the bowels, and 
the administration of iron, suitable food, and suitable tonics. Change 
of air is also often advisable. Where amenorrhoea is due to such 
conditions as tuberculosis, malignant disease, and the later stages of 
cardiac and renal disease, there is nothing to be gained by trying to 
treat it. If the general condition of the patient improves, then men- 
struation will gradually reappear. Cases of toxic origin can only be 
treated by the removal of the cause. Amenorrhoea due to lesions of 
the nervous system does not call for treatment. If the primary 
lesion can be cured, then the amenorrhoea will probably gradually 
disappear. 

The treatment of amenorrhoea due to anomalies in the secretion of 
the ductless glands has received a good deal of attention, and yarious 
organic extracts made from these glands have been tried, in some cases 
with considerable success. Where it is believed that the ovarian 
secretion is insufficient, benefit hasibeen obtained by tSe administration 
of ovanan extract. Where the ovaries were absent, Attempts have^en 
made, fometimes with temporary benefit, to introduce gAfts taken 
from the ovaries of other pjitients, but, as a rule, these grafts are soon 
absorbed. Thyroid insufficiency is met by the administration of 
thyroid extract. According to Blair Bell, it should be given from the 
twenty-fourth day of the cycle until menstruation occurs, three gtains 
of the dried gland being taken at bedtime. In pituitary insufficiency, 
extract of the pituitary glands may be tried. The usual dose* is 
1 cc. given subcutaneously daily for ten days. In suprarenal insuffi- 
ciency, extract of the suprarenal gland is sometimes found of use. 
So far, however, no treatment has been found of any avail for excess 
of suprarenal or of pituitary secretion. 
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MENORRHAGIA AND METRORRHAGIA. 

Menorrhagia (mv; pTiyvvfiL, I burst forth) is the term applied 
to excessive menstrual discharge. Metrorrhagia {fJLijTpa, the womb ; 
pijyvvpj^ is the term applied to haemorrhage occurring between the 
normal periods of menstruation. It is most frequently found in 
association with menorrhagia. As in the case of amenorrhoea, the 
causes of menorrhagia and metrorrhagia may be divided into those 
arising in : — 

(1) The genital system. 

(2) The circulatory system. 

(3) The nervous system. 

(4) The ductless glands. 

(1) The Genital System. — All the causes of menorrhagia and metror- 
rhagia, arising as a result of disease of the genital system, may be traced 
to the one factor — congestion, and any condition which predisposes to, 
or causes, congestion will, ijpso facto, favour the occurrence of menor- 
rhagia. The commonest of these factors is endometritis, while tumours 
of the uterus or ovaries, inflammatory conditions of these organs, 
displacements, placental or decidual remains lying in the uterus, 
extra-uterine pregnancy, and sub-involution must also be remembered. 

(2) The Circulatory System. — All conditions which tend to raise, 
the •blood-pressure must be considered as causes of menorrhagia. 
Amongst these come the earlier stages of heart and renal disease, 
hepatic cirrhosis, tumours which compress the portal vein or inferior 
vena cava, emphysema of the lungs, bronchiectasis, and fevers. 

(3) The Nervous System. — As certain conditions are seen to cause 
‘‘ leflex amenorrhoea,” so certain ill-defined conditions may cause 

reflex menorrhagia,” The chief of these are too frequent coitus, 
falls — especially on the breech, too frequent use of hot baths, severe 
mental emotions, and occasionally perhaps mental disease. 

(4) The Duchess Glands. — As we have seen, excessive ovarian 
sec»ition and excessive thyroid sj^cretion tend to cause menorrhagia. 

Treaimfnt. — The treatment of menorrhagia and metrorrhagia of 
genital origin will be discussed in its proper place, according to the 
lesions to which they are due. Here, it is only necessary to say that 
one must be very careful indeed to exclude all possibility of genital 
origm before regarding any case of menorrhagia or metrorrhagia as ' 
due to an extra-genital cause. The treatment of cases due to causes in 
the circulatory or the nervous system is, in the main, the treatment of 
the primary disease, and does not come within the scop^of this work. 
The treatment ^of cases due to abnormalities of the secretion of 
the ductless glands is more important. In hsemorrhag^du e to ovar ian 
secretion the administration of supi:a-renal and pituitary extr acts has 
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been recom mended, whil e in case s duetto excess of thyroid secretittp 
calcium lagtate is said usually to give good r esults. 

DYSMENORRH(EA. 

Dysmenorrhoea (Svs, with difficulty ; fivv ; pew) is the term applied 
to painful menstruation. In some women, menstruation is always 
attended by a certain amount of pain, or perhaps it would be better 
to say by a certain amount of discomfort, and this condition cannot be 
called dysmenorrhoea. The tem must rather_l^ confined to those 
cases in which menstruation is accompanied by pain sufficiently marked, 
either owing to its unaccustomed occurrence or to its degree, to be 
attended by marked nervous or constitutional disturbance. 

The causes of dysmenorrhoea may be divided into two classes : — 

(a) Causes situated in the genital tract. 

(b) Extra-genital causes. 

(a) Causes situated in the Genital Tract. — The genital 
dysmenorrhoea, so far as we know them, are as follows : — 

(1) Undeveloped conditions of the uterus or ovaries. 

(2) Inflammatory lesions of the uterus, ovaries, or tubes, including 
so-called “ erosions ” and ectropion of the cervix, and the 
various conditions which are grouped under the term endo- 
metritis. 

(3) Displacements of the uterus which involve the presence of 
a sharp bend in the lower portion of the utero-cervical canal. 

(4) Tumours of the uterus, ovaries, or tubes. 

(5) Congenital or acquired stenosis of the cervical canal. 

It is probable that most of these causes act by produ cing cong estion 
of the uterus or appendages, or by inte rferingyjth the normal rupture 
of th e Graafian follicle during ovu lation . CoTigestion causes an ex- 
cessive increase of vascular tension during menstru 5 *tion, and so pro- 
duces ‘increased pressure upon the terminal nervq filaments. J^hen 
dysmenorrhoea is not due to conges*lion. a mechanical caui^ can gene- 
rally be found for it. This usually takes the form of an obstruc- 
tion to ovulation^ , or to 'the e s cape of the menstrual flmd . An 
obstruction to ovulation may be brought about by peri-oophoritis, in 
which condition the thickening of the capsule of the ovary preyents 
the rupture of the Graafian follicle. In such cases the ovaries 
usually contain numerous cysts arising in the Graafian follicles. ^ 
obstruction to the escape of the menstrual fluid may be caus^ by 
stendsis or atresia of the cervical canal, by tumqurs or congested 
endometrium blocking the os internum, and by acute flexions of the 
utetus. 

In some extremely r^re cas^ ihe entire mucous membrane the 
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uterus becomes detached at each menstrual period, and is expelled, 
causing during the latter process severe dysmenorrhoea. To this 
condition the term membranous, o r exfoliative, dysmenorrhoda has been 
given. The astiology of this condition is “ somewhat obscure. 
UndouT)tedly, many cases, in which casts of the uterus have been 
expelled, were in reality cases of abortion or of extra-uterine preg- 
nancy, but also well-authenticated cases of true membranous dys- 
menorrhoea have occurred, in which there was no possibility of the 
condition being due to either of these causes. If the menstr ual 
blood comes from the superficial group of capillaries of the endo- 
metrium under normal circumstances, it is possible that in these 
cases the haemorrhage comes from the submucous capillaries, and 
that, its escape thence being impeded, it causes a detachment of the 
mucous membrane. Another theory is that, owing to certain causes, 
unduly strong contractions of the uterus occur, as a result of which 
the entire mucous membrane is thrown off in the same manner that 
the placenta is detached after delivery. Such a process is, however, 
scarcely possible unless an excessive degree of hypertrophy of the 
endometrium had previously occurred. 

(b) The Extra-genital Causes of Dysmenorrhoea. — It must be 
recognised that such causes exist, although it is very difficult in any 
case to state definitely what these causes are. Sp.eaking generally, 
the/ will be found to fall under one of the following headings : — 

(1) General ill-health, anaemia, chlorosis, etc. 

(2) Rheumatic or gouty tendencies. 

(3) Neuralgia. 

(4) Neurasthenia. 

Treatment ,— treatment of dysmenorrhoea of genital origin 
comes more properly under the treatment of the causal lesion. 
The treatment of cases of extra-genital origin may be discussed here. 
Cases due to genial ill-health must fee treated by the removal, wherever 
jiossible, of all causes that perpetuate such a condition, andj^y the 
judfcious use of tonics and laxatives. Amongst the more common 
causes which call for direct treatment may be mentioned septic poison- 
ing from carious teeth, nasal polypi, ade»oids, constipation, haemor- 
rhoids and appendicitis, improper or insufficient food, and the various 
forms of anaemia. Dysmenorrhoea occurring in patients with a rheu- 
matic or gouty tendency, in whom no other cause can be found, 
should be treated for the rheumatism or gout, as the case Aay be. 
Patients in whom the condition can only be attributed to a local 
neuritis may be treated in a somewhat sinnlar manner, Such drugs as 
phenacetin, antipyrin, aspirin, acetanilid, and the brojnides being of 
use. Neurasthenic cases are perhaps the most difficult of alL Benefit 
nxay be obtained by change of scene, and ^uch remedial measures 



26 


MENSTRUATION AND ITS DISORDERS. 


as are likely to cause a mental improvement. We should be very 
slow to class any case of dysmenorrhoea under this heading, unless 
careful examination failed to show any positive cause, and the general 
temperament of the patient pointed towards a nervous origin. The 
wider our experience and knowledge are, the fewer neurasthenic 
cases we see, because we become able to detect causes that formerly 
escaped us. Finally, it is necessary to warn carefully against the 
dangero us consequences that may result from the use of ajcq ho l or 
any of the preparations of opium in the treatment of dysmenorrhoea. 

LEUCORRHCEA. 

Leucorrhcea (AeuKoi?, white ; />ea)) is the term applied to discharge 
of a non-sanguineous character coming from the genital tract. Strictly 
speaking, the term applies only to a mucoid or purulent discharge, 
but, practically, it is often applied to discharges of a serous or watery 
character. The causes of leucorrhcea may be divided into two 
groups : — 

(a) Causes situated in the genital tract. 

(b) Extra-genital causes. 

(a) Causes situated in the G-enital Tract. — These causes are as 
follows : — 

(1) Inflammatory lesion of the uterus, vagina, or vulva. • 

(2) Alteration in the character of the endometrium, or of the 
cervical mucous membrane, leading to hypertrophy* and 
increased discharge from the glands. 

(3) Tumours affecting the mucous membrane of the uterus, 
vagina, or the vulva, especially tumours whiciJi are breaking 
down or undergoing any form of degenerative change. 

(b) Extra-genital Causes. — These causes are not of great importance, 
although in the past it has been customary to consider them as very 
common. Under this head may be placed conditions of ill-heal^, 
such as anaemia, which leads to a watery conditioA of the bloodf«with 
a consequent tendency to transudation of serum from muc(ftis surfaces, 
and alsa any condition th^t tends to promote congestion of the genital 
organs, apart from actual disease of them. Amongst such condi- 
tions may be mentioned marked constipation, pressure of abdominal 
tumours, ascites, and perhaps haemorrhoids. In our opinion' it is 
never iwise or safe to assume an extra-genital origin for leucorrhcea, 
unless it has been positively demonstrated by direct examiaation 
that no local cause exists. 

The commonest genital causes are infection and 'glandular changes 
in the endometrium and the cervix. Infection produces leucor- 
rfaoea in two ways: — first, by causing an excessive activitv of 
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the cervical or uterine glands, and sometimes of the vulvar glands, 
and secondly, by producing an unhealthy condition of the mucous 
membrane of the vagina, which loses its superficial epithelium in places, 
t&us paving the way for the entrance of organisms directly into the 
deeper lliyers, and so causing an exudation of serum from the vaginal 
vessels. It is still an open question as to whether glandular changes 
of the uterine and cervical mucous membrane ever occur apart 
from infection of some kind, but, if they so occur, it is obvious that 
they too will be associated with mucous discharge. Tumours which 
have not begun to break down cause leucorrhoea by their effect on 
the adjacent glands. After they have broken down the discharge 
comes from the necrosing or sloughing surface of the tumour itself. 
Amongst such tumours may be mentioned myoma, sarcoma, and 
carcinoma of the uterus, cervix, or vagina, and mucous polypi. It 
can thus be seen that while leucorrhoea may be the symptom of some 
trifling inflammatory condition, it may also be the symptom of some 
of the gravest forms of genital disease. This remark applies not 
alone to married or elderly women, but also to quite young women, 
and due attention should be paid to this fact, because in the past it 
has been customary to attribute the leucorrhoea of girls to some 
slight constitutional disturbance, and to treat it vdth too little care. 
We have seen a girl of nineteen in whom the leucorrhoea was due to 
advanced sarcomatous change in the body of the uterus. 

Treatment , — The treatment of leucorrhoea of genital origin will be 
discussed in its proper place, according to the cause. If, however, 
leucorrhoea is found in any case positively not to be associated with 
any local lesion, then an attempt should be' made, if the amount of 
leucorrhoea is •considerable, to ascertain any possible extra-genital 
cause. As a rule, if such conditions as abdominal tumours, haemor- 
rhoids, or cystitis are excluded, the cause will be found in constipation 
or anaemia, and these conditions must be suitably treated by tonics 
a^d laxatives. ^ 
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DISEASES OF THE BLADDER AND URETHRA. 

The Bladder : Cystitis ; HCtiology, Symptoms, Treatment, Tumours, Displacements, 
Vesical FistulaB, Gystoscopj^ — The Urethra : Tumours — i*rolapso of the Urethral 
Mucous Membrane — Dilatation and Sacculation. 


THE BLADDER. 

Cystitis. 

Cystitis (kvo-tls, the bladder) is the term applied to inflammation 
of the mucous membrane of the bladder. 

Mtiology, — Cystitis may arise in any of the following ways : — 

(1) By infection carried upwards through the urethra. This is 
much the most common mode of infection. In cases of pre-existing 
vaginitis or urethritis, bacteria may be carried into the bladder on 
catheters or other instruments, or may make their way in by gradual 
extension of the infection upwards. Also, even when there are no 
bacteria in the urethra, they may be carried into the bladder by Saeans 
of dirty instruments. 

(2) By infection travelling downwards from the kidneys or ureters. 

In this case the bacteria may come from an already infected kidney or 
ureter, or they may be eliminated from the blood by a healthy, or 
comparatively healthy, kidney. * 

(3) By infection extending directly from a neighbouring septic 

area. This extension may occur if the bladder wall becomes involved 
in the inflammatory changes whicji take place in the ^issues surrounding 
a sep^iic area, or if an abscess formed in some neighbouring structure 
bursts into the bladder. • ^ 

(4) Bj infection reaching the bladder through the bloocf 

The mere presence of bacteria in the bladder is probably not sufficient 
to bring about cystitis, and there must also be some predisposing cause 
which renders the bladder wall liable to attack. It is probable that 
we do not know all these (iauses, but two of them are to be found in 
any condition which prevents the complete emptying of the bladder, 
ai^ in lesions of the epithelium lining the cavity. * 

llie bhef^ria which are most commonly met \rtth in cystitis are 
the baciUus c^li com^wms, ""‘gonococcus, streptococcus, staphylococcus, 
alnd tubercle bacillus. 

SympMiw.— In the ^cute stage, the most prominent symptom is 
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intense irritability of the bladder, as shown by scalding pain, constant 
inclination to pass water, and extreme tenderness of the bladder 
and the surrounding parts. There is also some elevation of tempera- 
ture an^ji general constitutional disturbance. The urine is parsed in 
extremely small quantities, and is very turbid. It contains a varying 
amount of pus, and consequently some albumin, and in very acute 
cases there may be a little blood. On microscopical examination, 
one finds quantities of dead leucocytes, squamous epithehum, a few 
red blood-corpuscles, and bacteria. As the acute stage passes off, the 
irritability of the bladder becomes less, and the high temperature and 
constitutional disturbances disappear. If the chronic stage lasts for 
a long period, the bladder walls become thickened, a fact which can be 
determined by bimanual examination. In tuberculous cystitis it is 
usually possible to discover the tubercle bacillus, if repeated examina- 
tions are made of the sediment obtained by centrifuging the urine. 

Treatment . — In the acute stage, interference with the bladder should 
be avoided, as it probably only increases the congestion. The patient 
must be kept in bed, and our efforts directed to relieving the pain. 
With this object, hot fomentations should be applied over the abdo- 
men, and copious vaginal douches may be administered. At the 
same time, it may be necessary to inject morphia hypodermically, if 
the gain is very severe. Hyoscyamus, combined with benzoate of soda 
—the latter acting as a urinary acidulant — and with infusion of buchu, 
is also of value. Urotropin in doses of from five to fifteen grains 
administered three times a day is a valuable urinary antiseptic, and 
is specially useful in cases of cystitis due to the bacillus coli communis. 

As soon as the acute stage has passed off, as shown by the diminished 
frequency of micturition, the bladder may be washed out every second 
or third day. For this purpose one of the following solutions is 
used : — Saturated solution of boracic acid ; cyllin solution, at first 
of a strength of«two drachms to the gallon, and gradually increased 
^uble that ^rength ; boro-glyceride (Barff’s) about half an 
ounce to tfie pint. When the infection is probably gonorrhoeal in 
origin, very weak formalin solution is useful. Begin with a quarter 
to a half per cent, solution, and increase •the strength gradually up 
to two per cent, as the patient will bear it. We have found prot- 
argoL— a silver salt containing eight per cent, of silver — of considerable 
value in the treatment of cases of cystitis of septic origin. It is used 
at^ja^strength of from one-half to two per cent, in aqueous solution, 
and may be allowed to remain in the bladder for from ten to fifteen 
minutes or even longer. It causes no pain or discomfort. Very 
weak solutions of nitrate of silver (five grains to the ounce) are also 
said to be of value. 

Irrigation of the bladder is most ^sily caxyi^ed out in the folloimg 
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manner. Pour the solution to be used, at a temperature of about 
95° F., into an ordinary jug — from which it can be drawn off by means 
of a syphon douche, or . into a glass or metal douche can. After 
washing the external genitals, a medium-sized Bozemann’s catheter is 
fixed to the end of the tube, and passed gently upwards into the bladder. 
The fluid is allowed to flow, and by closing with the thumb the hole 
in the catheter for the return flow of water the bladder is distended as 
much as the patient can bear. Then the finger is taken off the opening 
and the fluid is allowed to escape. By repeating this process four or 
five times the bladder is emptied of the purulent accumulation which 
it contained. If a case of presumed cystitis is not relieved by 
such treatment, the inside of the bladder should be examined with 
Nitze’s cystoscope in order to ascertain the exact condition present. 
If the interior of the bladder is then found to be healthy, and if there 
are not foreign bodies present, such as calculi, the ureters should be 
catheterised and the urine from each collected separately for examina- 



tion. In this way the existence of unsuspected renal disease will 
sometimes be determined. 

Frequent catheterisation of the bladder is liable to^ cause cystitis, 
even if the catheter itself is always sterile. This is probably due to the 
fact that in such cases pyogenic bacteria are to be found in the urethra, 
from which they cannot be removed by any preliminary disinfection. 
It is therefore well, in all cases iif which frequent cwtheterisation has 
to be performed, to wash out the bladder with hovic lotion eacl^iiiJe 
the catheter is passed, in order to remove any bacteria which may have 
been carried up from the urethra before they have had time to do 
mischief. This washing oftt can be easily done with a funnel and a 
rubber tube. The latter is slipped over the end of the catheter as 
soon as the bladder is empty, the boric lotion is injected, and is. then 
allowed to escape by removing the rubber tube. 

For internal use, the following drugs are recommended : — Ben^onte 
of ^oda and of ammonia, both for their antiseptic effect and with the 
object of rendering the urine acid ; quinine, as a sedative and anti- 
septic ; salol estnd urotropin, as antiseptics ; and salicylate of soda, 
with the same object. Iv gonorrhoeal cases, oil of sandal- wood and 
copaiba are of use. 
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In very chronic cases which have resisted all other methods of 
treatment, relief is sometimes obtained by making a fistula between 
tlfe vagina and the base of the bladder. This ensures that the latter 
is kept ^rnpty, and also enables it to rest from its functions of 
alternately distending and contracting. 

The operation is a very simple one. A posterior speculum is 
introduced into the vagina and the anterior vaginal wall exposed. 
A metal catheter is passed into the bladder, and pushed against the 
posterior bladder wall in such a manner as to cause a prominence on 
the anterior vaginal wall in the middle line. By cutting on to the 
tip of the catheter, an opening of about three-quarters of an inch in 
length is made into the bladder. Three or four sutures are then 
passed through both vaginal and bladder walls just outside the cut 
edges of the opening, in such a manner that when tied they will bring 
, the vaginal and bladder mucous membraneii into contact. By this 
means, the subsequent closing of the opening is prevented. 

The fistula is allowed to remain open for a time varying from a 
few weeks to a few months. This line of treatment will undoubtedly 
tend to cure the cystitis, but it replaces one pathological condition 
by another, as the patient has all the trouble and annoyance caused 
by a vesi CO- vaginal fistula. Another objection is that when the time 
comes/ to close the fistula, it is often found that the bladder has 
become so contracted that the patient has to pass water very nearly 
as frequently as when she was suffering from the cystitis. 

Tumours of the Bladder. 

I 

The benign tumours met with in the bladder are as follows : — 
Papilloma, fibroma, adenoma, myoma, and dermoid cyst. The 
malignant tumours are carcinoma and sarcoma. Mixed tumours may 
also occur owing tii the association ot benign and malignant tumours. 

hy}*^j3loms . — The first and chief sy^nptom of most bladder tumours is 
bleeding. Such bleeding may be slight and only sufficient to colour 
the urine, or it may be considerable or even pjofuse. Other symptoms 
are frequent micturition, or, more rarely, retention or incontinence of 
urine. Pain also sometimes occurs, and is probably due to an associated 
cystitis. 

Diagnosis , — The diagnosis of a bladder tumour may be macie by 
bimtoual examination of the thickened bladder wall, or of the 
tumour itself wheathe enlargement is sufficient to render it palpable,* 
and by cystoscopy,"* It is a golden rule in all cases of haematuria to 
cystoscope the bladder, and then, if a bladder origin can be excluded, 
to examine the secretion of each kidney separately. If a tumour is 
found, we must take into consideration whether it is single or multiple, 
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its point of origin, its size, colour, and shape, the nature of its pedicle 
if it possesses one, and the presence of any complication such as cystitis. 
To complete the diagnosis a small portion of the growth should he 
removed and examined microscopically. 

Treatment , — Tumours of the bladder must be removed whenever 
possible. We cannot enter here in detail into the different methods 
by which removal can be effected, and can only refer to the different 
routes which can be followed. 

Small and benign tumours can be removed through a large urethral 
cystoscope by means of the galvano-cautery loop or the knife, or may 
be destroyed by the high frequency current. Similar, or slightly 
larger, tumours can be removed through a vaginal incision, while 
large tumours must be removed through a supra-pubic incision. 
Similarly, portions of the bladder wall can be excised either through 
the vagina or from above the pubis, according to their situation. 
Lastly, in cases of malignant disease, the entire bladder has been 
successfullv removed. 

Displacements op the Bladder. 

Displacements of the bladder may be divided into groups almost 
identical with those into which we shall subsequently divide displace- 
ments of the uterus. These groups are as follows : — 

(1) Upward displacement. 

(2) Downward displacement. 

(3) Lateral displacement. 

(4) Inversion. 

Upward displacement is usually due to the presence of a tumour 
below the bladder pushing the latter upwards. The commonest 
instance of such a tumour is a fibro-myoma of the uterus so situated 
as to involve both the cervical and fundal regions. Downward 
displkcement, or cystocele, is the result of injuries of the pelvj^fl^or, 
and of prolapse of the uterus either in association with, oi? independent 
of, such injuries. Lateral displacements are due to the presence of 
tumours in the pelvis, or to unilateral inflammatory masses such as 
pelvic cellulitis. Inversion of the bladder is a very rare condition, 
and is due to causes similar to those of uterine inversion. 

Displacements of the biadder, with the exception of inversion, 
are 'per se of httle importance, unless they cause obstruction the 
ureters or^urethra, or difficulty in completely emptying the iJladder. 
Their treatment, save in the case of inversion, consists in the removal 
of their caui^ wherever possible, and so will be discussed later when we 
deal with the different kinds of pelvic tumours, uterine and vaginal 
displacements, and pcgrinscal lacerations. 
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Inversion of the bladder always calls for immediate treatment. 
To replace the inverted bladder the patient is placed in the knee- 
chest position, and by compression and manipulation the inverted 
walls are gradually pushed back again through the urethra. If the 
conditioh tends to return it will probably be necessary to perform 
some operation with the view of narrowing the urethra. 


Vesical Fistul^e. 

Vesical fistulse will be discussed in the chapter dealing with traumata 
of the genital organs. 


CYSTOSCOPY. 

Cystoscopy (kvo-tls, the bladder ; (r/coTrect), I see) is the term 
applied to the visual examination of the bladder. This most useful 
procedure can be accomplished by an electric cystoscope, such as 
Nitze’s, by means of which it is also possible to catheterise the 
ureters and to draw off the urine separately from each kidney. In 
this way most valuable information can be obtained in cases of 
suspected disease of the kidneys. 

Ind^tions . — Cystoscopy is indicated under the following circum- 
stances : — 

(1) In cases of persistent chronic cystitis, with the object of 

ascertaining the cause of the condition. 

(2) In cases of suspected disease of one kidney, with the object 

of establishing a diagnosis, and of determining which 
kidney is diseased. 

(3) In cases of baematuria. 

Instrmmnts, — ^For the examination of the bladder with Nitze’s 
cystoscope, the following apparatus is required : — ^ 

Nitze’s cyst6scope. There ^re two forms of this instrument, 
dhe for cystoscopy alone, and the other both for cystoscopy 
and for ureteral catheterisation. JThe former instrument is 
more suitable for cystoscopy, as it gives a larger field of 
vision, but if the operator only possesses a single instrument, 

• it should be the second form, as it can be used for both 
purposes (v. Fig. 13). • 

*(2i) Ureteral catheters for use with the second form of cystoscope. 

(3) A primary, battery, or an accumulator, capable oi giving an 

effective current of twelve volts for an hour at a time. 

(4) A rheostat, i.e., a resistance for cutting down the amount of 

current. 
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(5) A funnel and rubber tube, and catheter, or other means of 

introducing fluid into the bladder. Also a measure glass 
for measuring the amount of fluid introduced. « 

(6) A black cloth for covering the head when using the cystoscope, 

and so shutting out extraneous light. 



Fig. 12. — Kelly’s vesical speculum, conical urethral calibrator, and 
ureteral searcher. 


To use Nitze’s cystoscope the patient must lie in the dorsal position 
on a gynaecological couch or table. An anaesthetic is not required 



Fig. 1.3. — Nitze’s ureteral and inspection cystoscope. a. Ureteral catheter. 
h. Catheter guide, c. Screw for moving catheter guide, d. Contact breaker, 
c. Battery cords. /. Terminals, q. Eye-piece cover, h. Eye-piece. 


and indeed is not desirable, as the instrument causes little or no pain 
unless the tip is brought into and kept in too close proximity ty the 
bladder wall. If this is done, it may cause pain, and the patient, 
if conscious, will call immediate attention to the fact, and so prevent 
any serioustinjury by burning. The first step in the operation is the 
distension of the bladder with a clear fluid. If the urine is clear it 
makes a good mediu|n, but if ‘the urine is at all turbid owing to the 
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presence of blood or pus, it must be carefully and gently drawn off, 
and a clear fluid substituted. The most suitable fluid for the purpose 
is either sterilised water or boracic acid solution, introduced at blood 
heat. }f the bladder walls are inclined to bleed, the fluid must be 



Fig. 14. — Catheter steriliser for use with formalin gas — German model. A. General 
view^. a. Container for catheters. 6. Co'ver, e. Gas inlet, d. Chamber for 
formalin tablets. B Sectional view g. Catheters in position. /. Gas burner. 


introdiiped very slowly and gently, otherwise fresh bleeding may be 
set up, and any attempt at cystoscopy prevented. If there is a 
deposit of pus in tBe bladder it must first be washed away, and then 
clear fluid injected. The amount of fluid injected is of importance. 
If the bladder is over-distended the fundus is pushed away so far that 
it cannot be examined, and, if it is insufficiently distended, the mucous 
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membrane at its base hangs in folds and iriay hide the orifices of the 
ureters. It is best to begin by injecting six ounces, and then to 
examine the fundus and bladder wall generally. From four to six 
ounces more may then be injected, and the base of the bladtjer again 
examined. The cystoscope is introduced into the bladder just as 
is a catheter, with its lamp switched off. Care must be taken when 
using the catheter cystoscope that the point of the ureteral catheter 
or its guide does not protrude, as, if either of them did so, it would 
catch the urethral mucous membrane and might cause haemorrhage, 
in addition to causing pain. As soon as tiie cystoscope is in position, 
the light is switched on. The orifices of the ureters can readily be 
found under normal conditions by turning the cystoscope slightly to 
each side of the middle line, so as to examine the base of the bladder. 

If we want to catheterise the ureters, the catheter is gently pushed 
forwards with the fingers, and guided towards the ureteral orifice by 
raising or lowering the catheter guide with the screw as is seen to be 
necessary. Once the point engages in the orifice, its further in^'*^- 
duction is easy. 

Care must be taken not to keep the beak of the instrument in contact 
with the bladder wall. A momentary application is of no consequence, 
but a prolonged application may cause serious burns. This danger is, 
however, not now so great as formerly, owing to the introduction of 
the so-called “ cool lamp.” 

When the examination is finished, the catheter is removed, the 
guide carefully turned down into its place, the light switched off, and 
the instrument gently withdrawn. Throughout the whole procedure 
the light should be switched off whenever it is not required, in order* to 
prevent the overheating of the instrument. 

The sterilisation of the cystoscope and of the catheters musi be 
carefully carried out before and after use. The catheters can be 
sterihsed best by means of vaporised formahn in the steriliser shown 
in Hg. 14. The cystoscope can be sterilised ,in the same ^aiLner 
or by prolonged immersion in a five to ten per cent, solution of formahn. 
After sterihsation, it is removed and carefully washed free of formalin 
and dried. It is well oc&sionally to put a little vaseline on the screws 
to prevent corrosion. 

THE URETHRA. 

Tumours of the Urethra. 

The new growths met with in the urethra are as follows 

I. Vascular caruncle. 

II. Fibroma and Myoma. 

III. Carcinoma. 

IV. Sarcoma. ^ 
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I. Vascular Caruncle, — ^Vascular or urethral caruncle (carunciila, 
dim. of caro, flesh) is the term apphed to a small growth of a bright red 
colour, which is found on the posterior aspect of the urethral orifice 
{v, Fig.^ 15). It is supposed to arise in connection with Skene’s 
ducts — ^two small depressions situated in the floor of the urethra, and 
possibly to be the result of infection. It is usually about the size of a 
pea, and sometimes is pedunculated. Microscopically, it is most 
frequently found to consist of angeiomatous tissue, and sometimes 
it resembles an adenoma. 

Varieties. — Clinically, two varieties are met with : — painful caruncles 
and painless caruncles. 



Fig. 15. — Removal of an urethral caruncle. A. The resultant wound 
with thef uturos in position. B? The caruncle before removal. 

* • 

Sympton ^. — The painless form* gives rise to no symptoms, and 
is only discovered accidentally in the course of a vaginal examination. 
The painful form is characterised by burniflg pain during micturition, 
and is extremely tender to the touch. Each form may give rise to 
slight heemorrhage. 

Treatment . — The painless form does not call for treatment unless it 
is pausing haemorrhage. The painful form can be removed by m*eans of 
a V“sliaped incision (v. Fig. 15), or by the actual or potential cautery. 

• 

II. Fibroma and Myoma. — Both these tumours are excessively rare. 
The former originates in the connective tissue of the urethrai, the 
latter in the muscular tissue. 
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III. AND IV. Carcinoma and Sarcoma. — ^Malignant growths of the 
urethra are also extremely rare. Carcinoma occurs as a primary 
growth starting in the mucous membrane, when it appears either as 
an irregular and elongated ulcer, or as a general circum-urethral 
ulceration. It is also seen as a secondary peri-urethral growth 
extending usually from carcinoma of the vulva. 

Treatumnt . — Where the urethra alone is afiected, wide excision 
of it and of the inguinal glands is indicated. Where the vulva also is 
affected, the treatment is the same as that of carcinoma of the vulva. 

Prolapse of the Urethral Mucous Membrane. 

This somewhat rare condition occurs only in middle-aged and elderly 


Fig. 16. — A. Dilatation of the middlo third of the urethral canal. 
^ the lower third of the urethral canal. . 


B. Dilatation 


women. In appearance, it somewhat resembles a caruncle. The 
latter is, however, usualfy limited to the posterior wall of the 
urethra, while in prolapse the entire orifice is surrounded by a red 
puffy ring. 

8ym;ptoms , — The principal symptoms, which this condition may 
cause, are burning pain on micturition, slight haemorrhage, and tepdcr- 
uess |}0 the t 9 uch. 

Tre(drmnt . — ^Dissect off the prolapsed ring of mucous membrane, 
and suture the^cut edge of the urethra i;o the vulvar mucous membrane 
by interrupted sutures of fine silk or catgut. 
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Dilatation and Sacculation of the Urethra. 

Dilatation of the urethra may occur in either the upper, middle, 
ordower third of the canal. It occurs in the upper third as a result of 
injury d^iring childbirth, followed by paresis or total paralysis of the 
sphincter muscle. It may also occur as a result of the impaction of 
a calculus lower down in the canal. It probably affects the walls of 
the canal equally, causing uniform dilatation. Dilatation of the middle 
third of the canal usually affects the posterior wall alone, and is probably 
the result of injury during childbirth (v. Fig. 16, a). Dilatation of the 
lower third is a rare condition, except in association with prolapse of 
the mucous membrane. When it does occur, it may be due to artificial 
causes, or possibly to attempts at coitus in patients in whom the vagina 
is absent or malformed Fig. 16, b). 



a b 

Fig. 17. — A. Sacculation of the urethra. B. Small cyst of anterior vaginal wall. 

These two^onditions can easily lie mistaken for one another. 

• • 

Sai^lation of the urethra, when ft occurs, usually affects the middle 
third of the^canal. It may result from any condition that injures the 
fibrous coat of the urethra at one spot. Yielding of this coat then 
occurs, followed by bulging of the mucous membrane through the 
weak area. Pressure inside the urethra causes the pouch thus formed 
gradually to increase in size, until eventually a considerable saccula- 
tion or diverticulum is formed, communicating with the urethra* by a 
narfbi^ opening (v. Fig. 17, a). It is also possible that such a condition 
may result from extra-urethral causes, such as suppuration fn a vaginal 
cyst, with subsequent rupture into the urethral canal. In Jbhis case, the 
diverticulum is formed, not by an expansion of the mucous membrane 
of the urethra, but by the original cyst. 
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Symptoms . — The symptoms of dilatation of the upper third of the 
canal are dependent on the paralysis of the sphincter muscle, which 
causes incontinence of urine, with all its attendant troubles. The 
symptoms of dilatation of the middle third of the canal are not as a 
rule marked unless the condition is associated with obstruction of the 
canal below the dilated portion, or unless suppuration occurs in it. 
If there is kinking of the canal at any part of its course, there may be 
considerable difficulty in emptying the bladder, and the urethritis 
associated with dilatation will prove a most difficult condition to cure. 
The symptoms of dilatation of the lower third of the canal are in the 
main due to the accompanying prolapse of the mucous membrane. 

Sacculation of the urethra sometimes gives rise to very acute sym- 
ptoms, as the pouch becomes distended with urine which cannot escape, 
and which may undergo decomposition ending in the formation of 
an abscess. In the latter case, small quantities of pus escape at 
intervals through the urethra, setting up inflammation there, and tend- 
ing also to cause an extension of infection into the bladder. If the 
sacculation becomes over-distended considerable pain is caused, and 
as probably there will be a tendency for more urine to be forced into 
it during micturition, the pain at that time becomes greater. 

Diagnosis . — The only one of the foregoing conditions that is likely 
to cause any difficulty in diagnosis is sacculation, as it may be readily 
confused with a vaginal cyst (v. Fig. 17, b). Careful examination, how- 
ever, with the sound or probe, will enable the connection between the 
sacculation and the urethra to be discovered, while if the symptoms 
of the case are such as to call for operation, the diagnosis will be obvious 
during the removal of the cyst. , 

Treatment . — The treatment of dilatation of the upper third of the 
urethra is in the main the treatment of the paralysed sphincter, and 
this is usually very unsatisfactory. Some good may be obtained by 
means of electrical treatment, but it will require to be continued 
for a long time. Occasionally, a^i anterior colporrhaphy, wki {he 
object of increasing the tension of the vaginal mucoub membrane 
on ther neck of the bladder and the upper part of the urethra, may 
do a little good. The treatment of dilatation of the middle third is 
in the main directed to curing any infection that may be present, and, 
while doing this, a certain amount of contraction of the canal may be 
obtavied by the superficial application of caustics to the mucous 
membrane of the dilated posterior wall. Narrowing of a dilatation of 
the lower third can be effected by means of a pla,stic operation, and 
it may be necessary to associate with it excisioil of any prolapsed 
.mucous menibrane. The best treatment of a sacculation is excision of 
the cavity with careful closure qI the urethral mucous membrane and 
of the fibrous wall of riie urethral canal. 



CHAPTER IV. 


DISEASES OF THE VULVA AND PERINEUM. 


The Vulva. Vulvitis, Catarrhal Vulvitis, Exudative Vulvitis, Phlegmonous Vulvitis 
— Herpes — Eczema — Pruritus Viilvae — Elephantiasis — Leucoplakia — Kraurosis 
Vulv» — Tumours: Benign Neoplasms; Malignant Neoplasms, Carcinoma, 
Sarcoma — Hacmatoma — Retention Cysts — Hemiaj — Hydrocele of the Canal of 
Nuck — Tuberculosis of the Vulva. The Perinaeum. 

THE VULVA. 

The term vulva, or external genitals, is applied to the following 
parts : — the mons veneris, the clitoris, the labia majora and minora, 
and the hymen. The principal pathological conditions which are 
met with in this region are as follows : — 

Vulvitis. 

Herpes. 

Eczema. 

Pruritus vulva?. 

Elephantiasis. 

Leucoplakia. 

Kraurosis. 

Tumours. 

Tuberculosis. 


VULVITIS. 

Vulvitis {vulva^ the external female genitals) is the term applied 
tg inflammatory conditions of the vulva. . 

V^ieties , — It is an easy matter «to distinguish a number of different 
forms of vulvitis due for the most part to different infecting organisms ; 
it is, however, extremely difficult to make a satisfactory classification 
on such a basis. We have, therefore, endeavoured here, as also in the 
case of vaginitis and endometritis, to adhere as closely as possible to 
a classification based on the pathological changes present. Accord- 
ingly, vulvitis is classified in the following manner : — # 

* * I. Catarrhal vulvitis. 

II. l^xudative vulvitis. 

III. Phlegmonous vulvitis. 

I. Catabehal Vulvitis. — Under the head of catarrhal vulvitis 
are included most of the common varieties ofwulvitis. 
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Pathological Anatomy , — Catarrhal vulvitis in its simplest form 
consists in the occurrence of a superficial erythema of the skin, accom- 
panied, in proportion to the severity of the case, by a variable amount 
of epithelial desquamation and serous discharge. This form is usually 
known as simple vulvitis , and, as instances of it, may be mentioned 
vulvitis due to constant scratching, diabetic urine, or dirt. In a 
more severe form, as will be described under the head of vaginitis, 
the papillaB of the true skin become affected, as well as the superficial 
epithelium, and usually there is an infection by pyogenic organisms. 
The condition is then known a s granular v ulvitis^ and is usually a result 
of septic or gonorrhoeal infection. It is frequently associated with 
vaginitis. 

Mtiology , — The causes of catarrhal vulvitis may be roughly divided 
into those which come from above and those which come from below. 
In the first class are included inflammations or infections w^hich 
exten d downwards from the vagina or uterus, consta^it irrita tion by 
discharges c oming from above, and constant wetting by ^ammoniac:;! 
or diabetic urine, in the second class are included such causes as 
3irt, constant scratch ing,^ masturbatioii^lQO^r.eq u^Ut coi tuBj various 
trauma tisms, parasites, and infection by the gonococcus and other 
septic organisms, or fungi. 

Symptoms , — The symptoms of simple catarrhal vulvitis are a local 
sense of heat and burning, with a varying amount of pain, partictflarl}’' 
after passing water, a more or less intense pruritus or itching, slight 
tumefaction, and a varying amount of serous, sero-purulent, or purulent 
discharge. 

Gonorrh oeal or septic vulvitis may be acute or chronic. In the 
chronic stage the symptoms are those just described, ’but usually in 
a more aggravated form. In the acute stage all these symptoms are 
more marked, and, in addition, there are the ordinary constitutional 
symptoms of septic absorption — r^pid pulse, elevatiop of temperature, 
furred tijongue, and general malaise. t 

Treatment , — Endeavour to remcfyre the cause as far as posable, 
whatever it may be. Infection or inflammation higher up in the 
genital tract must be treated and cured. The consequences of wetting 
by urine can be avoided by the continued use of a greasy ointment, 
which prevents the urine from coming into contact with the skin, and 
by sponging the parts after passing water. In cases due to* dirt,* 
strict Cleanliness must be enforced. Traumatic causes, such as scratch- 
ing, masturbation, etc., must be stopped. If the cause is thus renibved, 
the vulvitis ‘can then be relieved and cured by the adoption of extreme 
cleanliness anjJ the application of any mild ointment, a s zinc ointment , 
iChthyol ointment, or faa zeline cream, to the irritated par t. If there is 
no discliarge fromTabove, a dusting powder, consisting of a mixture of 
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one part of oxide of zinc, one part of boracic powder, and two parts of 
starch powder, may be used instead of the ointment. The following 
prescriptions may also be found of use : — 


R Zinci Oxidi, 

Bismutfii Subcarb., aa 3ss 
Acidi Carbolici Liq., iq x 
Vaselini, ad 
M. Ft. ung. 

{Wilson.) 

R Acidi Carbolici, 3ss 

Hydrarg. Sulphidi Rubri, grs. viij 
Sulphur. Sublim., siij 
01. Bergamot., ]\ iv. 

Vaselini, ad Ji] 

M. Ft. ung. 

(Lassar.) 


R Resorcin, jij 

Acidi SalicyL, grs. vj 
Vaselini, ad 
M. Ft. ung. 

(Ravogli.) 


R Zinci Oxidi, 5ij 
Calamina3 Pur., 5iv 
Clycerini, 5!] 
x\quae Rosse, ad 
M. Ft. lotio. 

{Wilson.) 


In acute gonorrhoeal cases, the patient must be kept in bed, and the 
parts repeatedly bathed with an uiiirritating antiseptic lotion. lodo-. 
\ form powder may be dusted between the labia, and, if the condition 
is complicated by vaginitis, as is nearly always the case, the latter 
must be also treated. 

II. Exudative Vulvitis.— Exudative vulvitis is the term applied 
to a vulvitis which is characterised by the appearance over the vulva 
of an exudate which is membranous or pseudo-membranous in character. 

‘ It is identical in aetiology and character with exudative vaginitis, and 
rarely occurs except in conjunction with the latter. 

III. Phlegmonous Vulvitis. — Phlegmonous vulvitis is also of the 

same nature as phlegmonous vaginitis, and hence it is not necessary 
to discuss it separately. One of the most common examples of it 
is the condition known as noma vudendi, which is most likely to occur 
in children after acute fevers, c 


. HERPES. 

AniSruption of vesicles on the OKternal genitals, similar to those 
found in herfes of other parts, is occasionally met with. The eruption 
is usually found on the internal surfaces of thejabia majora and minora, 
on the vestibule and the hood of the clitoris, and at the orifice of the 
urethra. More rarely, it is found on the external surface of the 
labia majora and on the mons veneris, while in a few instances it has 
been noticed on the cervix. The vesicles may occur singly or iir one 
or nWDr# groups ; they vary in size from a pin’s head to a hemp-seed and 
contain clear serum. When they burst, they leave small •superficial 
ulcers behind, which, unless they are infected by gonorrhoeal or other 
organisms, heal rapidly. The diagnosis of herpes is easily made if the 
vesicles are unruptured ; when, however, they are broken and nothing 
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left but groups of small ulcers, it may be diflBcult at once to distinguish 
between it and gonorrhoeal or syphilitic ulceration. The herpetic 
ulcer is more superficial, roiin^^ jjxd smoother at its base than is the 
^ffEilit ic, while at the same time the disc harge from it is less ., 

Treatment . — In the vesicular stage, all that is required is a mild 
saline purgative and the application of some cooling lotion or ointment 
to the herpetic patches. For the latter purpose, lead lotion or lead 
and opium lotion may be used with advantage. In the ulcerated 
stage, brushing the ulcers with a five to eight per cent, solution of 
nitrate of silver, followed by the application of'Unguentum Oxidi 
Zinci, or any similar ointment, will hasten healing. 

ECZEMA. 

Eczema of the vulva is not an uncommon condition.' It involves 
the labia and the clitoris, and may spread on to the mucous mem- 
brane of the lower part of the vagina, the adjacent skin of the thighs, 
and backwards over the perinaeum to the anus. It may occur, as in 
other places, in an acute or chronic form — the latter being the more 
common. As predi sposing causes to its occurrence, may be m entioned 
any local j gitation wh^ leads to scratching, undue friction by cloriies, 
const ant wetting by urine or vaginal discharge, and genera^ wa^t of 
cleanli ness. The direct cause is the invasion of the deeper layers of 
the skinT)y the Staphylo c occus vyogenes albus . In appearance, eczema 
of the vulva resembles eczema occurring in other places. It is, how- 
ever, more difficult to obtain a complete cure here than elsewhere, on 
account of the difficulty of keeping the part dry. 

Treatment . — All causes which tend to produce or to Seep up irritation 
must be removed. For this purpose, vaginal douches may be adminis- 
tered in cases of vaginal discharge, and pathological conditions of 
the uterus or vagina should be cmred. With the sajie object, tampons 
soaked in a ten per cent, solution of ichthyol in glycerine n^ay^be 
introduced into the vagina and removed after twenty-foijf hours. At 
the same time, a lotion containing carbolic acid (2 or 3 per cent.) 
or ichthyol "(two drachm^ to the ounce) may be applied to the affected 
areas with the double object of sterilising the skin and of affording 
relief from the intense irritation which the eczema causes, or^any of 
the numerous remedies, adopted in eczema of other parts, may be 
used* instead. In eczema of the vulva, as in eczema of other regions, 
it is difficult to arrive at once at the particular liniment or lotion which 
will afford the best results, and it is necessary to watch closely^the 
offect of whatever form is prescribed, and to change, or to continue, 
it according to the effect it produces. The following prescriptions 
may be found of use ya different <»t86S 
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Lotions. 


R Acidi Carbolici, 53 
, Glycerini, 3ij 
Alcohol, 5ij 
Aquae ^tosae, ad Jiv 
M. Ft. lotio. 

{Ravogli.) 


R Ichthyol, 5ij 

Oiei Amygdalae Dulois, 

Aquae Oalcis, aa 5 iv 
Glycerini, $i 
Aquae Rosae, ad 5iij 
M. Ft. lotio. 

{Ravogli.) 


Ointments. 


R Acidi Salicylic!, grs. x 
Zinci Oxidi, 

Pulv. Amyli, aa ^ij 
Vaselini, 5 SS 
M. Ft. ung. 

{Lassar's pobtc.) 


R Resorcin, grs. x 
Zmei Oxidi, 
Pulv. Am 3 di, 
Lanolirii, 
Vaselini, aa 3ii 
M. Ft. ung. 


{IhU'a paste.) 


Amongst other drugs which have been found of value, may be 
nxentioneJ prepared calamine (15 grs. to the ounce of water), subacetate 
of lead. Liquor Carbonis Detergens (5j to the ounce of water). 


PRURITUS VULViE. 

The term pruritus vulvse is used in two different senses. It use d 
to e^ressltching or irritatiofTabout the vulva — a symplJom of many 
cUfferent conditions, and it is used to express a definite condition of 
th^xternal genitals in which there is intense itching without any 
obvious alteration of the skin. 

The pathology of the latter condition was studied by Webster, and 
his researches ^how that though there is little or no ch^ge visible 
externally, th ere are extensive changes in the deeper lay^jof tlm^^ 
T hese changes are of the nat ure of a slowly progres sing fib rosis, which 
affects principally the nerves and n^ve endings of the clitoris and labia 
minora. The changes in the connective tissue are most marked in 
the^orium under the papillae, aifd are of the nature of a subacute 
inflammation. The cause of these changes is not known, but it is prob- 
ably some form of persistent irritation su«h as results from the con- 
tinued passage of diabetic urine over the skin. It is also probable that 
a general neurotic condition is an important predisposing cause. The 
Symptoms are those ot intense irritation, which forces the patient to 
scratch and even to tear the parts. In consequence of the abrasions of 
the rfkin caused in this manner, eczema usually follows. 

Treatment . — If Jiny obvious cause for the condition can bb discovered, 
it must be removed. Rehef of the irritation may b^e ojptained by the 
use of the ointments and lotions which have been recommended in 
cases of vulvitis and eczema, especially perhaps by the use of glycerine 
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and ichthyol. Cold applications, such as lead lotion, are sometimes 
successful, as may also be sitz baths containing bran, or an alkali 
such as biborate of soda or carbonate of soda. The following baths a«re 
recommended by MacNaughton Jones: — (1) Bran bath 4 :— bran, 
2 lbs. ; potato starch, ] lb. ; gelatine, 1 lb. ; water at 100—105° F., 
25—30 gallons. (2) Alkaline bath carbonate of soda, 2 oz. ; h 5 ^o- 



Fig. 18 . — Pseudo-elephantiasis. The external organs of generation of a wjoman, 
showing hyperplasia of the nypiphae and neighbouring parts. {Roberts,) 

sulphitfe of soda, 2 oz. ; potato starch, 4 oz. ; water at 100—105° f., 
25 — 30 gallons. 

C. B. Ball^has recommended a simple operative jiocedure in these 
eases. It coi^ists in dissecting up flaps of the affected skin and 
then replacing them, tfie object being to sever the connection 
between the nerve endings in the skin and the nerves. 
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ELEPHANTIASIS. 

t Elephantiasis, as usually found in these countries, consists of a local 
hyperplg-sia of the skin and subcutaneous connective tissue, with 
blocking and dilatation of the lymphatics {v. Fig. 18 ), Round the 
growth are sometimes found ulcers, which may eat away the neigh- 
bouring structures. In some cases, the clitoris alone is affected. It 
is said that, when elephantiasis is met with in these countries, it is 
almost invariably associated with tertiary syphilis. 

Treatment, — The only treatment of avail is excision of the affected 
tissue, beginning posteriorly and removing it piece by piece, the 
bleeding surfaces left by the removal of each piece being brought into 
apposition by sutures before removing the next piece, so as to limit as 
much as possible the haemorrhage, which is always very free. 

LEUCOPLAKIA. 

Leucoplakia vulvae or leucoplakic vulvitis has been carefully 
described by Berkeley and Bonney, who have drawn attention to the 
difference that exists between it and kraurosis vulvae, and to its close 
connection with epithelioma of the vulva. We follow their description. 
Leuc^lakia of the vulva is a chronic inflammatory condition charac- 
terised in its early stages by marked hyperaenua and cellular activity, 
and in its later stages by marked epithelial hypertrophy and a thickened, 
sclerosed, and retracted condition of the sub-epithelial tissues. It 
affects, in a well-marked case, the whole of the vulva, with the excep- 
tion of the vestibule and the orifice of the urethra, which are said never 
to be affected. The disease may also spread laterally to the sides of 
the thighs, and posteriorly to the perinaeum and the skin surrounding 
the anus. In the first stage, the parts affected are red, swollen, and 
excoriated, and tkeir surface is dry® In the second stage, the labia 
mfnopi decrease in size, and there is marked epithelial thickening, 
so that the^arts may be said to imdergo retraction with thickening. 
The colour of the affected area changes from red to white. In the 
third stage, the disease is most marked. Cracks and ulcers appear, 
the ulcers giving rise to a slight discharge, and bleeding sometimes 
when touched. At this stage, carcinoma frequently makes its appear- 
ance, starting, as a rule, in an ulcer or fissure. If this does not occur, 
a fqurth stage follows, in which the vulva is smooth, shiny, and white, 
and tlie labia minora almost disappear owing to the contraction of 
the sub-epithelial tissue. 

Symptoms, — The marked symptom of the first two stages is pruritus. 
In the third stage, this disappears, and is more or less replaced by 
pain and acute sensitiveness, owing to the exposure of nerve endings 
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in the floor of the ulcer or crack. In the fourth stage, the symptoms 
disappear, unless carcinoma has supervened. 

Treatment , — The early treatment of leucoplakia consists in the relief 
of the pruritus, and this is often a most difiicult matter. Berkeley 
and Bonney say they have obtained the best results with “ iymocide 
lotion,” resiriol ointment, and the use of X-rays. If these measures 
fail, and the disease proceeds to the third stage, excision of the affected 
area is probably positively indicated, on account of the great risk 
of the occurrence of epithelioma. If an epitheliomatous stage has 
actually occurred, then the treatment of the case is similar to that 
of epithelioma of the vulva, namely, free excision of the entire vulva 
and of the inguinal glands. 

KRAUROSIS VULViE. 

Kraurosis vulvae (Kpavpos, dry; vulva) is the term applied to 
an atrophic condition of the external genitals and perinseum. The 
skin becomes smooth and shining, small subcutaneous haemorrhages 
appear, and finally the parts become very pale, and look as if they had 
been ironed out. The microscope shows an increase of fibrous tissue, 
leading to compression of the vessels and nerves. The papillae of the 
skin are small, and the sebaceous and sweat glands have disappeared. 

Symptoms , — The symptoms may be slight, or may be very well 
marked. They consist in tenderness and irritability of the parts, 
causing pain on coitus, and pruritus. As the atrophy of the tissues 
becomes complete, the symptoms gradually disappear. If pregnancy 
occurs, very extensive laceration of the diseased structures may take 
place during parturition. • 

Treatment , — The treatment of this condition is most unsatisfactory, 
but sometimes complete removal of the atrophied tissue has been 
attended by favourable results.^ Application of the cautery to the 
tender spots (the seats of the subcutaneous haemorrhages) has also been 
followed by relief. • 


. TUMOURS. 

The true tumours, or neoplasms, met with in the region of the vulva 
may be benign or malignant. 

I. Benign Neoplasms. — The benign growths are all of rare occur- 
rence, and need only be enumerated : — 

(1) Lipoma, growing fnom the fatty tissue of the mons veneris 

. and of the labia. 

(2) Myxoma, growing from the labia, or occurring as an extension 

downwards of a myxoma of the bladder. 
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(3) Angeioma, growing from the blood-vessels. It is a very rare 

condition. 

(4) Fibroma, growing generally from the labia majora, but 

sometimes from the nymphsB or perinaeum. 

(5) Papilloma, growing from any part of the vulva. It is generally 

multiple, and occurs as the result of irritating discharges 
coming from above, as in gonorrhoea. 



• Fig. 1 9 . — Carcinoma of vulva. C. Ulcerating growth. 


(6) Neuroma, growing from the vulvar* nerves. Like angeioma, 
it is a very rare condition. 

(7.) Enchondroma, growing from the clitoris, also a very rare 
condition. 

^ (8) Adenoma, growing usually from the labium majus or minus. 
It is a very rare condition. * 

# 

II. Malignant Neoplasms. • 

(1) Carcinoma. — Squamous-celled carcinoma may be found on 
any part of the vulva, and not uncommonly sjjarts in the clitoris. It 
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ulcerates freely, and involves the inguinal glands at an early stage 
{v. Fig. 19). It may be confused with inflamed papillomata, syphilitic 
ulceration, ^or lupus. If there is any doubt as to its nature, a smoll 
portion should be removed for microscopical examination. Carcinoma 
starting in the clitoris is usually a papillary, mushroom-shaped growth, 
ulcerated on the surface. 

Cylindrical-celled carcinoma is a very rare condition. If it occurs, it 



springs from Bartholin’s gland and rapidly invades the neighbouring 
tissues. 

Treatment . — ^If seen at a sufficiently early stage, the entire vulva 
should be extirpated {v. Figs. 21, 22), and with it the lower part of the 
vagina. The lymphatics passing from the vulva to the inguinafgUi^^s 
and the glands themselves must also be removed.c If the growth is 
too advanced for this, treatment is directed towards checking the 
disetarge as far as possible. Thi^ is best done by freely curetting 
away the growth and .then cauterising its base with chloride of zinc or 
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the actual cautery. If there is much hssmorrhage, it can be checked by 
the application of plugs squeezed out of strong perchloride of iron. 
Radium treatment is also indicated in such cases. 

(2) Sajrcoma. — This is also very rare, and is usually of the melanotic 
variety and arises from the labium majus. It may begin in the 
clitoris. 

In addition to the true tumours of the vulva, there are various 
false tumours or enlargements met with. They are as follows : — 



Fig. 21. — Excision of the vulva. The dotted lines show the position of the pubic 
incision, and of the secondary extension of the lateral incision. 

I. Haematoma. * ^ 

II. Retention cysts, v 
•III. Herniae. 

IV. Hydrocele of the canal of Jfuck. 

I. HiEMATOMA. — Haematoma of the vulva is caused by the rupture 
of a bjood-vessel in the connective tissue, which, owing to its 
laxity, favours the escape of blood amongst its fibres. Haematoma 
mosl^ usually occurs as a result of parturition, but may also be 
due to external violence. It first appears as a small, bluish, 
and elastic swellings which gradually increases in size as more blood 
escapes into it. It may reach an enormous size, or burst, if left 
untreated. 

Treatment . — The patient should remain at lest in bed, and cold 

^ • 4-- 2 
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compresses be applied to the parts. If the swelling increases in size, 
it may be necessary to incise it, turn out the clots, and either close 
the cavity by means of sutures or plug it with iodoform gauze. « 

II. Retention Cysts. — A retention cyst results from the oblitera- 
tion of the duct of Bartholin’s gland. It may form either in the dilated 
duct or in the gland itself (v. Fig. 20). It is found as an oval and tense 
swelling varying in size from that of a hazel-nut to that of an egg, and 



Fig. 22. — Excision of the vuVa. The appearance of the wound after the removal of 

the necessary tissue. 


containing a viscid fluid. Mucous an d sebaceous retention cysts are 
also metj^ith. They sometimeTlittain IKe Sze^of a Fazel-nut, and, 
in exceptional cases, may become even larger. ^ 

TraUtn/ent.—The usual treatment coneistB in excising tte cyst 
completely. To do this ah incirion is made through the skin over the 
most prominent part of the cyst, and parallel to the labium. With the 
handle of the scalpel the cyst is then detached from the surrounding 
tissue, if possible without rupturing it. As soon as its margins have 
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been freed all round, it can be drawn outwards by seizing it in the 
fingers or in a dissecting forceps. Its attachments at the base are 
thus exposed, and form a kind of pedicle. This pedicle is tied and 
divided^ and the cyst removed. The cavity left by its removal is 
closed — ^if not too large — ^by silkworm-gut sutures, passed transversely, 
and going completely below its base. If it is of considerable size, it 
must be closed by successive layers of buried catgut sutures. If 
the cyst has burrowed so deeply that its removal is dangerous or 
impossible, it is sometimes sufficient to make a free incision into it, 
evacuate its contents, and plug it firmly with iodoform gauze. If 
we have to deal with an abscess and not with a cyst, it is sometimes 
best to scrape out the gland with a sharp curette, instead of dissecting it 
out, and then to plug the resultant cavity with iodoform gauze. This 
gauze is removed and fresh gauze introduced daily, or every second 
day, until the cavity is obliterated. If sutures are used, they may be 
removed on the eighth day. Under such treatment the cavity 
usually eventually closes completely, but on the other hand a sinus 
may persist. 

III. HERNiiE. — Three forms of hernia are met with in these 
regions : — 

^1) Inguinal Hernia . — This is the term applied to herniae which 
descend through the inguinal canal. They must be dis- 
tinguished from hydrocele of the canal of Nuck. 

(2) Labio-vaginal Hernia . — This descends through the pelvic dia- 
phragm anterior to the broad ligament. It is liable to be 
mistaken for cysts of Bartholin’s gland. 

(3) Perinceal Hernia . — This also descends through the pelvic 
diaphragm, but is posterior to the broad ligament. 

IV. Hydroce];iP of the Canal oi- Nuck.— A hydrocele of the canal 

erf Nuck is the term applied to a collection of fluid in the pSuch of 
peri^neuni which follows the round ligament into the labium. It is 
not a condition of much importance, save that it may be mistaken 
for an inguinal hernia. It diff ers from the tatter in having no impulse 
on coughing, and in not being affected T)y change oi positioiT, 
^^ereas an inguinal hernia tends to reduce itself when the patient 
lies down. ™ 

Treatment . — If the fluid is increasing, it may be drawn off with an 
aspiAting needle, imder careful asepsis. If the condition recurs, the 
sac should be exposed and dissected ouf, and the wound closed with 
a continuous catgut suture. If there is the smallest d«ubt as to the 
nature of the case, we should always cut down upon the swelling 
instead of aspirating it. 
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TUBERCULOSIS. 

Tuberculosis of the vulva, or lupus, occurs in three forms : — 

(1) A superficial form, characterised by the appearance of deep red 
patches, or of small prominences, varying in size from* that of a lentil 
to that of a shilling. These coalesce and then ulcerate in the centre. 
The ulcerations extend in a serpiginous manner, and tend to heal at 
the older end of the track which they thus form, while the other or 
younger end is always advancing. 

(2) A deep form, in which the ulcerations extend more and more 
deeply into the tissues rather than superficially. 

(3) ^A hypertrophic form, in which there is marked increase in size 
of the affected parts, especially the labia majora and minora. 

Treatment , — Destruct ion of the^growth by the curette and actual 
or p otential cautery, and complete excision with the knife, are the 
two most suSabTeTorihs of treatment. In addition every effort must 
be made to increase the patient’s strength, as in other forms of tuber- 
culous disease, and injections of tuberculin may be given with advan- 
tage at suitable intervals. 

THE PERINiEUM. 

The perinaeum is the term applied to the cutaneous and subcutatieous 
structures lying between the posterior fourchette and the anterior 
margin of the anus. The only important pathological conditions met 
here are lacerations the result of labour. Such lacerations may 
involve only the posterior fourchette, or may extend so far back as to 
reach, or even involve, the anterior rectal wall. Lacerations extending 
beyond the fourchette should always be sutured immediately after 
delivery. If this is not done, or if after it has been done the torn edges 
do not unite, the condition know?? as chronic rupture of the perinseum 
occurs? This condition, which is frequently the precursor of uterine 
prolapse, will be discussed in the (Jfhapter on genital injunes. ^ 
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DISEASES OP THE VAGINA. 

Vaginitis — Catarrhal Vaginitis ; Pathological Anatomy, ^Etiology, Symptoms, 
Tr^tment, Complications — Exudative Vagmitis ; Symptoms, Treatment — 
Phlegmonous Vagmitis ; Symptoms, Treatment — Emphysematous Vaginitis — 
Vaginismus ; .Etiology, Symptoms, Treatment — Tumours ; Benign Neoplasms 
— Malignant Neoplasms ; Carcinoma, Sarcoma, Endothelioma — Vaginal Cysts 
— Hsematoma — Traumata — Tuberculosis. 

The principal pathological conditions which are met with in, or in 
relation to, the vagina are as follows : — 

Vaginitis. 

Vaginismus. 

Tumours. 

Traumatic lesions. 

Tuberculosis. 

Congenital malformations of the vagina. 



Fig. 23. — ^The anatomical relations of the vagina to the bladder and the rectum. 
a, Hisertion of vaginal suspensory li^ment. bt Insertion of the utero-sacra 
UgaiUient. (fVom a dissection by Dr, C. Smyly.) ^ 


56 


DISEASES OF THE, VAGINA. 

VAGINITIS. 

Vaginitis is the term applied to any inflammatory condition of the 
vaginal mucous membrane or subjacent connective tissue. 

Varieties, — The following varieties of vaginitis, classified according 
to their anatomical peculiarities, are met with : — 

I. Catarrhal. 

II. Exudative. 

III. Phlegmonous. 

I. Catarrhal Vaginitis. — Catarrhal vaginitis is the most common 
variety of vaginitis with which we meet. 

Pathological Anatomy. — In the earliest stage of catarrhal vaginitis, 
the papillae of the vaginal mucous membrane become the seat of a small- 
celled infiltration. This causes them to increase in size, while the 
accompanying hyperaemia produces a more or less marked exfoliation 
of the epithelium. If only the superficial layers are thus thrown ofl^ 
the condition is known as sjmp le jpgginitj^. If the inflammation is 
more severe, the papillae continue to increase in size, and tend to 
coalesce, while their epithelial covering is almost or completely 
destroyed. As a result, the vaginal walls are covered with numerous 
small projections, which are seen under the microscope to consist of 
embryonic tissue. To this stage the name granular vaginitis is “given. 
A third form of catarrhal vaginitis is met with under the name senjl e 
or adhesive vaginitis. In this form, the enlargement of the papillae 
is not so marked as in granular vaginitis, but, on the other hand, the 
epithelium may be thrown off down to its deepest layer. As a result 
of this complete denudation, the vaginal walls become adherent to 
one another, and the canal may be partially or completely obliterated, 
or, if only isolated areas become adherent, bands are formed traversing 
the vagina in various directions.^ 

Acoordingly, we find that catarrhal vaginitis is met with under thjee 
clinical forms ; — 

c 

(1) Simple catarrhal vaginitis. 

(2) Granular catarrhal vaginitis. 

(3) Senile or adhesive catarrhal vaginitis. 

Mtiology. — The causes of catarrhal vaginitis fall under two heads : — 

‘ (1) Predisposing causes. 

(2) Exciting causes. « ^ 

* ^ 

(1) Under normal circmtistances, the vagina w lubricated by a 

fluid composed of a transudate of lymph serum and of desquamated 
epithelial cells. This fluid is acid in reaction, due to the presence of 
lactic acid, and is fou^d to contain numerous rod-shaped bacilli — ^the 
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vagina or lactic acid bacillus— and Jilonilia Candida, a non-pathogenic 
fungus wbict can only SeTClop in the presence of tlie vagina bacillus. 
It is thin and opalescent, and is capable of preventing the development 
of saprophytic or pyogenic organisms. Pat h ological v aginal discharge, 
on the other hand, is alkaline or neutral in reaction, contains no vagina 
bacilli or m onilia, but does contain swarms of saprophytic organisms, 
staphylococci, streptococci, and sometimes gon o cocci . 

SslFTIa'8T)eeh definitely proved that the normal vaginal discharge 
possesses powerful antiseptic properties, which properties are in the 
main due to the formation of lactic acid by the vagina bacillus, and 
as in all probability all forms of vaginitis are due to bacterial invasion, 
the predisposing causes of vaginitis must be looked for under the head 
of any condition which tends to neutralise or to render alkaline the 
norm al discharge. The vaginal discharge can be made alkaline in 
three ways by the presence of blood ; by increased serous transuda- 
tion from the vaginal walls or uterus ; or by the frequent removal of 
acid -pjoducing bacilli. The presence of blood in the vagina occurs 
physiologically during menstruation and the puerperium, pathologically 
as a result of uterine disease, new growths of the vagina, or trauma- 
tisms. Increased serous transudation may arise from some patho- 
logical condition of the uterus or adnexa, or from mechanical irritation 
of the vagina causing congestion of the mucous membrane or stripping 
of the epithelium. Such an irritation may result from badly fitting 
or too long worn pessaries, the presence of any foreign bodies, excessive 
coitus, or frequent vaginal examinations, etc. A gaping condition 
of the vulva is usually found as a predisposing cause of the mycotic 
form of simple vaginitis. The removal of the protective bacteria 
may be brought about by constant vaginal douching. 

(2) The^ di rec t exciting cause of catarrhal vaginitis is undoubtedly 
the introduc tion of bacteria into the vagina. These bacteria may be 
introduced when §ny foreign body k passed into the vagina, or may 
trftvel upwards by direct extension from an antecedent vuMtis or 
cysti^fs, or ^ownwards from an antecedent endometritis. In gonqr: 
rhoeal infection, which is the commonest cause of the severeTorms of 
catarrhal vaginitis^ the cocci in all probaMity lod^e first in the epithe- 
lium oF the cervix or of the urethra, as the compound squampu^ 
vaginal epithelium offers a greater bar to their invasion. They set 
up there a profuse catarrh, and, when this occujrs in the cervix, the 
discharge pouring into the vagina overcomes the action of the vagina 
bacillf, washes away the superficial layers of the protecting epithelium, 
and so permits secondary infection in the* deeper layers. 

In addition to the gonococcus, the following forms oi bacteria are 
found as causes of vaginitis : — Y arious forms of staphylococcus 
and streptococcus . JxwiUm coU (xmmums , various forms of diplo- 
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c occus , saprophytic bacteria , and a diphtheroid bacillus. Various 
lOTiM of fungi are also met with, whic^ give^ns^to a form of simple 
catarrhal vaginitis known as mycotic vagi nitis . The chief of these are 
oidium albicans and leptothrix vcm v^lis^ 

Symptoms , — The principal symptoms of simple vaginitis are* a feeli ng 
of weig ht and pain in the pelvis, slight s erous discharge, tender ness, 
an3 heat oi the genital s^ and marked injection a nd hypersemia of the 
mucous membrane. If the condition is due to tl[e implantation of 
*^0100168 of TunglT the vaginal walls are scattered over with white 
. patches, as if flour had been dusted here and there over them. These 
patches are the colonies of the invading fungus. 

In the granular form, the foregoing symptoms are very much 
more marked. The acute stage is characterised by extreme pain, 
swelling, and inflammation of the genitals, by profuse purulent dis- 
charge, by elevation of the temperature and pulse rate, and by the 
general symptoms of septic absorption. The symptoms of the chronic « 
stage of granular vaginitis and of senile or adhesive vaginitis are vp’’ ^ 
much akin. In both there is a feeling of weight and pain in the pelvis, 
accompanied by a burning sensation in the vagina. There is also a 
more or less profuse discharge, generally purulent in granular vaginitis, 
sometimes sanious in senile vaginitis. 

Treatment . — In the acute stage of gonorrhoeal vaginitis, it is often 
impossible to adopt any local treatment on account of the ei5!treme 
tenderness. In such cases, all that can be done is to keep the patient 
at rest in bed, and, if possible, to administer vaginal douches. Such 
douches should be given at a temperature of about 90® PTand with a 
low pressure of water. If the patient can bear it, they should contain 
some unirritating antiseptic, but frequently it is only possible to use 
plain water. The usual antiseptics are : — cyllin (0’3 per cent.), 
carb olic acid (1 or 2 per cent.), and boracic acid (saturated solution). 
In addition to douching, pehcilstOr suppositories ^ jo^form may be 
placed in the vagina, also cotton-wool plugs soaked in a 10 per cent. 
soluti on of ichthyol i n glycer ine, or, in s(gptic cases, a tampon o flod o- 
form gauze. Pain can be relieved by hot compresse s applieS over the 
lower portion of the abdomen, by hot sitz^baths, and, if necessary, by 
means of opiates. As the acute stage passes off, the strength of the 
injections may be increased. Pyroli gneous aci d, sulphate o f copper 
(20 grs. to the gj), nitrate of silve r (5 to 10 per cent,), formalin 
(2 to* 12 per cent.), 4actic acid„ (3 per cent.), p rotargo l (2 to 4 per 
^ cent.), may be applied tlirough a' cylindrical speculum! This sp^ittum 
should always be the largest size that the patient* can bear, in order 
to distend tfie vaginal walls as far as possible, and so allow the fluid 
to come more perfectly into contact with their entire extent. A 
-saturate d solution pf boracic acld^ or a weak solution of boro-glycerinci:^^ 
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periQftPgftiiate of potash, is the most suitable form of antiseptic in 
mycotic vaginitis. 

Whenever vaginitis resists the usual treatment described above, 
a specimen of the discharge should be carefully obtained without 
contamination, and examined bacteriologically with the object of 
ascertaining the nature of the infecting organism. If a pure culture of 
an organism can be obtained, an autogenous vaccin e should be made 
and administered in suitable doses. This treatment is particularly 
valuable in intractable ‘‘ senile ” vaginitis, which is often found to be 
. ' due to some variety of staphylococcus or streptococcus in almost 
pure culture, or to the bacillus coli communis. 

Complications . — Simple and adhesive vaginitis run a practically 
uncomplicated course ; gonorr hoeal vaginitis, on the other hand, is 
^one to give rise to the most serious complications. Of these the 
chief danger is the extension of the infection upwards, first into the 
• uterine cavity, then into the tubes, and lastly into the pelvis, or the 
general peritoneal cavity. As a result of this extension, gonorrhoeal 
endometritis, salpingitis (either with or without the formation of a 
pyosalpinx), abscess of the ovaries, pelvic peritonitis, and general 
peritonitis may occur. As remoter results of this extension, adheren t 
retro-deviations of the uterus, fixed ovaries, tender and shortened 
posterior ligaments, and sterility from occlusion of the fimbriated 
extrenfities of the tubes may also occur. Other complications consist 
uTSectlon of the bladder or even of the whole urinary tract, infection 
of the eyes, and the occurrence of gonorrhoeal rheumatism. 

11. Exudative Vaginitis. — Under this head is included a mem- 
branous or pseuSo-membranous inflammation of the vaginal mucous 
. membrane. In^the membranous form, the mucous membrane is the 
^ seat of a true diphtheritic inflammation, occurring either alone or in 
association with oi^^inary diphtheria, *and usually found in association 
wilPh (^htheritic vulvitis. In^^eps^eudo-membranous^form, the mucous 
membrane is^the seat of a croupous inflammation, a condition which is 
most frequently met with after parturition as the result of septic 
infection. It also occurs after various eruptive fevers, as measles, 
scarlatina, and small-pox. 

SympUmts . — ^In each form, the vagina is covered by a grey membrane, • 
which can be readily detached in the pseudo-membranous form. 
There are usually extreme tenderness, and a profuse foetid dischhrge, 
high* femperature, and the constitutional symptoms of septic or 
diphtheritic infection. 

Treatment , — Frequent vaginal douc hes containi ng an ^ u nirritating 
antiseptic shoufl be a dministered.. In the septic form, the application 
. formalin (2 to 12 per cent.), followed by the plugging of the vagina 
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once or twice a day with iodoform gauze, is the best treatment. Iodo- 
form pencils may also be introduced into the vagina, and the head of 
the patient’s bed should be raised in order to facilitate the escape of the 
discharge. Here again the nature of the infecting organism should be 
ascertained, and a suitable vaccin e administered. 

III. Phlegmonous Vaginitis. — ^Phlegmonous vaginitis, or para- 
vaginitis, is the term applied to that vari ety of va ginitis in which the 
infection has extended int o the subm ucous connective tissue sur-^ 
rounding th e vaginal canal. It may be septic or gonorrhoeal in origin, • 
or it may occur during the course of infective fevers, enteric fever, and 
pneumonia. 

Symptoms . — The vagin al walls are indmated and perhaps oedema- 
tous, and fluctuation may be obtained in places, showing the presence 
^pus . The constitutional disturbances produced by septic absorption 
are well marked. The severity of the case depends upon the virulence • 
of the infecting bacterium, and in some cases this may be so great as to 
cause the death of the patient. Fistuls e may result from e xten sive 
sloughing, and in very rare cases, when the inflammation extends all 
rounfthe vagina, the latter may be detached and thrown off as a slough 
(Marconnat). 

Treatment . — In the early stage, hot antiseptic vaginal douches 
should be given, and plugs soaked in glycerine and ichthyol ftiay be 
placed in the vagina. If pus forms, it must be allowed to escape by 
means of free incisions. The patient’s strength must be supported by 
administering plenty of nourishment, and by the use of stimulants 
when necessary. Vaccine treatment must also be adopted. 

In addition to the foregoing forms, there is a corfdition known as 
emphysematous vaginitis. It cannot be called a definite variety 
of vaginitis, but it is sufficiently important to be mentioned. It is 
marked by the formation of spiall cysts, containing gas, under the * 
mucous membrane of the vagina. It is a very rare condition, and «s a 
rule only occurs in pregnant women. The cysts are met with in j^oups, 
and occur generally on the upper part of the anterior wall of the Vagina. 
They convey a crepitating feel to the fingers, and the mucous membrane 
round them is somewhat inflamed. It is probable that the gas results 
from the presence of a gas-producing bacillus. There is no special 
treatment required, as the cysts usually disappear in a short time. 

.VAGINISMUS. 

• 

" Vaginismus when first described was defined as “ an excessive 
hyp^raesthesia of the hymen and vulvar outlet, associated with such 
spasmodic contractioQ,of the sphincter vaginas as to prevent coition,’' 
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Mtiohgy , — In the great majority of cases, some local abnormality 
of the vulvar or vaginal «orifice can be found to account for the 
vaginismus. In a small number, however, no such abnormality can 
be dete<jted even on the most careful examination. Such cases are 
usually met with among hysterical patients . Amongst the local 
conditions which are found are vulvitis, vaginitis, atres ia of the 
vaginal orifice , inflam ed carunculas myrti formes, fissures, polyp i , pro - 
lapse of t he ov aries into Douglas’ pouch, inflammation of the uterine 
appendages, cysts or abscesses of Bar tholin’s gland, and urethral 
caruncle s. * ^ 

Sympoms , — The most marked symptoms are extreme pain during 
any attempt at coitus (dyspareunia) and such spasmodic contraction 
of the vaginal muscle as to prevent coitus. On examination, 
it is sometimes found to be impossible to pass the finger into 
the vagina, both on account of the pain such an attempt causes 
and of the spasmodic contraction of the vaginal sphincteric 
muscles. If the cause of the vaginismus lies in some condition 



Fig. 24. — Marion Sims’ glass vaginal dilator for use in vaginismus. 


which is situated below the vaginal sphincter, it can usually be easily 
determined. If, however, it lies above this, an anaesthetic must be 
administered. 

Treatment . — If the cause of the vaginismus can be discovered, and 
if such cause can be removed, the patient as a rule will be cured. If no 
cause can be discovered, the treatment is very much more difficult. 
Vulvitis or vag in^is ^ust b^ cured. ^ Inflam ed carunculse myrtiformes 
must be extirpa ted or destroyed with, a caute^r. An enlarged Bar- 
tholin’s glaj id must be remov^. Atresia of the vaginal orifice is best 
overcom^lSy "d ilatation wit£ M ^on Sim s’ glass dil ators (v. Fig. 24) 
after first incising the constricting tissues round the edge of the 
hymen. The dilator is worn for from three to six hours each 
day for a period varying from a week to a fortnight. If there is 
any difficulty in obtaining it, iodoform gauze may be used instead. 
Sometimes the cause cannot be discovered, and then it con- 
sequently difficult to effect a cure. In p urely neurotic conditions, 
sedatives may be* tried and complete cessation from mai^al relation^ 
for a time . If this fails, relief may^e obtained by jjie excision of 
the hyme n, e ven though t here is no,gjgaLarent pathologica l conditibn 
presen t. 
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TUMOTJES. 

The true tumours or neoplasms which occur in the vagina are 
as follows : — 

I. Benign Neoplasms. 

(1) Lipoma, growing from the fatty tissue of the vaginal wall. It is 
aVery rare condition. 

(2) Fibroma and jibro-myoma, growing from the wall of the urethra 
and from the upper part of the vagina. These are also exceedingly 
rare,^ but sometimes occur as pedunculated or sessile growths. 

II. Malignant Neoplasms. 

(1) Carcinoma. — Cancer of the vagina occurs as a primary condition, 
and as such is extremely rare. It is also found comparatively commonly 
as a secondary condition, due to extension of carcinoma of the cervix. 
Here we are only concerned with the primary condition. ' 

Pathological Anatomy. — Primary carcinoma of the vagina may star^, , 
from any part of the vaginal mucous membrane ; most frequently, 
however, it begins either at the vulvo- vaginal junction or at the 
top of the posterior cul-de-sac. If it starts in the former situation, 
it involves the recto- vaginal septum, then invades the rectal vrall, and 
finally causes a recto- vaginal fistula. If it starts in the latter situation, 
it rapidly spreads to the vaginal portion of the cervix. Clinically, it 
tends to assume one of two forms : — 

(a) A vegetating or papillary form, which starts as a small papillary 
projection, grows out in masses resembling the cauliflower excrescences 
found in cancer of the cervix, and rapidly ulcerates. 

(b) An infiltrating or nodular form, which starts as*a small more or 
less circular area of infiltration, tends to grow in or beneath the epi- 
thelium instead of coming to the surface, and finally sends out papillary 
projections which ulcerate as in the previous form. • 

Synfptoms, — The symptoms of primary malignant disease gf Hie 
vagina, as of the cervix, are at first very ill defined. As a^esult these 
cases are rarely seen in time for operation. The patient first notices a 
blood-stained discharge, \fhich gradually becomes more and more pro- 
fuse. If the growth is sloughing, there is a profuse sanious discharge, 
and, if the ulcerative process opens any of the vaginal vessels, there 
may be serious hasmorrhage. The inguinal glands are early affected. 

Treatment, — If the nature of the case is detected in time to atford 
any hope of a cure, complete excision of the vagina is indicated, 
and, as this* destroys the passage from the uterus, a complete hysterec- 
fomy is also^ necessary. ^ If the case is inoperable, temporary relief 
will fee giv^ by freely curetting; away, as much of the growth 
as possible, and then destroying with the actual cautery, or by the 
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application of strong caustics, the base of the ulcer so formed. Radium 
treatment is also indicated in these cases. 

(2) Sarcoma.— Sarcoma of the vagina is even rarer than primary 
cancer. ^ 

Pathological Anatomy . — ^Vaginal sarcoma tends to assume one of two 



Fig. 25. — Infiltrating sarcoma of the vagma. 

forms an infiltrating form ii\ which the growth tends to extend 
widely over the vaginal mucous membrane, or a circumscribed •form 
in ■^htch the growth is more localised or even pedunculated. The 
latter form is the* more common, and arises with slightly greater 
frequency from the anterior than from the posterior walj^. As a rule 
vaginal sarcomata are spindle-celled, but round-celled, mixed round 
and spindle-celled, and giant-celled sarcomata also occur. 
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Symptoms , — The symptoms are almost identical with those of 
carcinoma. The growth spreads rapidly, and usually recurs after 
removal. 

Treatment . — The treatment is similar to that of carcinoma of the 

( 

vagina, namely, as complete an extirpation as possible. 

(3) Endothelioma. — Endothelial tumours derived from the endo- 
thelial lining of lymph vessels sometimes occur in the vagina. They 



Fig. 26. — Diagram representing the fmtal structures in the broad ligament and vagina 
in relation to the origin of parovarian and vaginal cysts, U. Uterus. B. Bladder. * 
U. Urethra. S. Skene’s ducts. «V. Vagina. G. Gartner’s ducts. M.S. Max 
Sfiiiiller’s glands. K. Kdbelt’s tubules. O. Ovary. R.L. Round ligantent. 
H. Hydatid of Morgagni. P. Vertical tubes of parovarium. • 

are extremely rare tumours, and their treatment is identical with 
that of the other forms &f vaginal malignant disease. 

In addition to the true tumours of the vagina, various false tumours 
or enlargements occur. They are as follows : — 

, I. Cysts. 

II. HsBmatoma. 

^ * 

I. Vaginal Cysts. — CyeJts situated beneath thQ mucous membrane 
of the vagina and around the orifice of the urethra are frequently 
met. They vary in size from that of a hazel-nut to that of a full- 
term foetal head, but^ the smaller sizes are much the more common. 
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As a rule, they are confined to the para-vaginal tissue, but sometimes 
they extend upwards into the broad ligament, and when of large size 
they may extend so far into the abdomen as to simulate ovarian cysts. 

Mtiolopy , — The aetiology of these cysts is still somewhat obscure. 
Five theories as to their causation have been brought forward : — 

(1) That they are retention cysts due to the blockage of the duct of 
a gland. 

(2) That they are due to the dilatation of lymphatic interspaces, 
in which case they would have an endothelial lining. 

(3) That they are hygromata, that is, an accumulation of lymph 
between the connective-tissue cells, in which case they would have no 
lining membrane, either endothelial or epithelial. 

(4) That the cysts are formed by the dilatation of one or other of 
two sets of embryonic ducts, which are found in relation to the vaginal 
wall. These are — ^e du cts of Gartner and t he ducts of Sken e. The 

• former are the counterpart of the vasa deferentia in the male, and 
run downwards from the broad ligament beside the vaginal walls, one 
at each side. The latter open into two small depressions, one at each 
side of the urethral orifice, and are the counterpart of the prostatic 
ducts in the male (v. Fig, 26). 

(5) That the cysts are due to the inclusion of a portion of vaginal 
mucous membrane amongst the tissues of the perinseum during the 
healing of a perinseal laceration. 

It is probable that the last two theories explain the origin of most 
cases. If vaginal glands exist in the neighbourhood of the fornices, 
as some writers say, there is nothing to prevent retention cysts 
from forming in them, though it is improbable that such cases are 
numerous. 

Jn addition to these cysts, there is another form met with, namely. 
^ cysts due to the implantation of echinococcus colonies. This form, in 
common .with all instances of hydatid infection, is very rare in these 
countries. We have already referred to gas-containing cysts, tlie so- 
called emphysematous vaginitis. 

Treatment , — The treatment of vaginal cysts resembles the treatment 
of vulvar cysts. If they are small and are not causing any symptoms 
they may be left alone, otherwise they should be removed. This is 
done by dissecting out the cyst wall, and then suturing up the resulting 
cavity. In the case of a large cyst which has extended downwards 
from the broad ligament, it may be necessary to open the abdomen to 
rendfeif its removal possible. If the cavity cannot be closed •by suture 
after the cyst has Jeen removed, it must*be plugged with gauze. 

Some writers recommend, in the case of a small cyst,* to excise a 
portion of its wall instead of dissecting out the whole cyst. They 

claim that this method answers just as well an<i is safer. 

8 . 0 . 


5 
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II. H.®matoma. — Haematoma vaginae may be met with as the 
result of a trauma occurring during parturition. It is a purely 
obstetrical complication, and accordingly will not be discussed here. 

f 

TRAUMATA OF THE VAGINA. 

Traumata of the vagina are so closely associated with those of 
the perinaeum and uterus, that they will be discussed together. 
Here it is only necessary to mention the fact that they some- 
times occur. 


TUBERCULOSIS OF THE VAGINA. 

Tuberculosis of the vagina is a very rare affection. It is, however, 
sometimes met with either as a primary condition, or secondary to 
tuberculous disease of the vulva or uterus. It occurs as an irregular 
ulcer with sharply cut edges, its base covered by a caseous discharge. 
A final diagnosis can be made by examining this discharge for tubercle 
bacilli, or by examining microscopically a portion of the base of “the 
ulcer, * 

Treatment . — If possible the ulcers should be freely excised. If this 
cannot be done, they may be destroyed by nitric acid or the actual 
cautery. As in the other forms of genital tuberculosis, treatfnent by 
tuberculin is of value. 
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Errors of Development : Congenital Absence of Uterus — Double or Bipartite Uterus ; 
Treatment — Stenosis of the Cervical Canal; Symptoms, Treatment — ^Congenital 
Atrophy of the Uteius — Infantile Uterus — Congenital Atresia of the Cervix — 
Congenital Hypertrophy of the Cervix; Treatment; Operations: Dilatation of 
the Cervix — Division of the Cervix. 


The pathological conditions affecting the uterus will be con- 
sidered under the following headings : — 

Errors of development. 

Displacements. 

Traumatic lesions. 

Inflammatory diseases. 

Tuberculosis. 

New growths. 

ERRORS OF DEVELOPMENT. 

Under the heading ‘’Errors of Development” the following con- 
ditions are included : — 

I. Absence of (1) uterus, (2) ovaries, (3) uterus and ovaries. 

II. Tfle various forms of double or bipartite uterus. 

III. Stenosis of (1) external os, (2) internal os, (3) entire 

cervical canal. 

IV. Congenital atrophy of the uterus. 

V. Infantile or foetal uterus. 

VI^ Congenital atresia of the cervix, or of one side of a double 
cervix. 

VII. Congenital hypertrophy of the*cervix. 

I. Congenital Absence of Uterus, etc. — Congenital absence of 
the uterus, or ovaries, alone, or of the uterus and ovaries, is a very rare 
condition. In some cases, it is accompanied by absence of the vagina 
as well. These conditions are only of diagnostic interest, as there is 
naturally no treatment of any avail. • 

II. Double or Bipartite Uterus. — The various forftis of double 
or bipartite uterus are not of any great gyusecological interest. They 
only become of importance under certain circumstances : — 
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(1) If they cause trouble during pregnancy or parturition. 

(2) If there is an atresia of any portion of the cervix or 
vagina on one or both sides, leading to retention of the 
menstrual products. 

(3) If they give rise to a difficulty in diagnosis. 

Treatment , — The only case in which any question of treatment might 

arise would be in those cases in which there was a retention of the 
menstrual products. Sufch cases will be discussed under ‘^Genital 
AtresisG.’’ 

III. Stenosis of the Cervical Canal.— Congenital stenosis 
(o-r^Vo?, narrow) of the cervical canal, or of any part of it, is most 
usually the result of imperfect development of the uterus, and so 
is associated with acute anteflexion, as the latter condition is some- 
times produced by imperfect development of the anterior uterine wall. 
Acquired stenosis may occur as the result of the improper use of 
caustics, or after a too extensive trachelorrhaphy, or amputation 
the cervix. Although it is not the result of an error of development, 
we may refer here to its treatment. 

If the cervical canal is of its normal size, there should be no difficulty 
in passing a sound 4 mm. in diameter into the uterus, if the sound is 
properly directed. If this cannot be done, a diagnosis of stenosis 
of that portion of the canal at which the obstruction is foimd is made. 

■ Sym'ptoms , — The chief symptoms of stenosis of the cervical canal are 
dysmenorrhoea and sterility. The dysmenorrhoea is usually worse 
at the beginning of the period, and becomes less as the flow is 
established. It is most probably due to the painful contractions of 
a uterus endeavouring to overcome the mechanical obstruction to 
the outflow of the menstrual products. 

Sterility in all probability is caused by the endometritis which almost^ 
invariably accompanies stenosis. c 

Treatment . — The palliative treatment of stenosis consists in rest in 
bed during the menstrual period, the application of glycerine plugs to 
the cervix for a few days before the period is due, hot douches, sitz 
baths and the use of sedatives, as bromide of potash, hyoscine, morphia, 
chloral, etc. If these means fail, not alone to relieve the patient tem- 
porarily, but also to prevent the recurrence of the condition, the 
advisability of adopting radical treatment must be consider^. 

The form of radical treatment which is adopted depends upon .the 
situarioi^of the stenosis^^ If the latter is situated at the os extefhum, 
bilateral division of the celwix, or, if the cervix i|i elongated, amputa- 
tion of a portion of it is the best^ Gyration. If there is stenosis of 
the entire cervical canal, some form of posterior divirion is the best 
operation. These operations mil be described later. 



INFAIJTILE UTERUS. 


69 


Acquired stenosis can usually be overcome by dilatation followed by 
plugging of the uterine and cervical canal with iodoform gauze. If 
this is not sufficient," posterior division should be performed. 

It is aljv^ays well to remember that, if any form of operative treatment 
is adopted in these cases, the uterus must be curetted as well, in order 
to cure the endometritis which is almost always present. 

IV. Congenital Atrophy of the Uterus. — In this condition, the 
uterus preserves its normal shape, but is very much smaller than usual, 
and its walls are very thin. The condition is found in those severe 
forms of chlorosis which are associated with congenital smallness of 
the heart and aorta. 

The symptoms to which such a condition gives rise are amenorrhoea 
or scanty menstruation, and sterility. The diagnosis is made by 
means of a bimanual examination and by measuring the length of the 
‘ uterus with the sound. Treatment is generally believed to be useless. 

V. Infantile Uterus. — In the condition known as infantile or 
foetal uterus, the uterus maintains permanently the shape which 
it normally possesses up to the time of puberty. That is to say, the 
cervix is abnormally long and thick, in comparison with the thin- 
walled and small uterine body. Conical cervix, and stenosis of a part 
or the whole of the cervical canal, are also frequent concomitants. 

Etiology . — The causes of non-development of the uterus are still 
under consideration, and require elucidation. In the past, it has been 
customary to attribute non-development to failure of development of 
the ovaries, but latterly there is an increasing tendency to consider 
that some of the other ductless glands are also largely responsible. 
It is believed that thyroid or pituitary insufficiency may cause the 
genital organs to remain infantile, while, conversely, it is known that 
persistence of the J}hymus glands haft a similar effect. 

^yrrjiptoms , — The symptoms which an infantile uterus causes are 
dysmenorrhqpa, scanty menstruation, and sterility. The dysmenor- 
rhoea is usually stated to be due to the compression of nerve filaments 
by an imperfectly developed uterine muscle and endometrium during 
menstrual congestion of the uterus. It may also be the result of the 
stenosi^ of the cervical canal and of the acute anteflexion of the uterus, 
both of which are as a rule consequent on imperfect uterine develop- 
ment. Scanty menstruation is the natural result of the deficient blood 
supply of the uterus, while sterility is in all probability caused by an 
accompanying imperfect development of the ovaries. 

Treatment . — The treatment of these cases, to be suceessful, must 
be undertaken early, and there is probably only a slight chance of 
influencing development after the age ’of twenty, although the effepta 
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of non-development, such as cervical stenosis, may be removed 
by operative measures at any time. It is possible in some cases to 
increase uterine development by good food, tonics, and an open-air 
life. In other cases, benefit follows the use of thyroid extract and of 
pituitary extract. Extract of the whole gland should be prescribed 
in fairly large doses. Operative treatment is directed to overcoming 
the cervical stenosis, and sometimes to bringing the uterus out of a 
state of retroposition into a more normal position, and to stimulating 
the uterine body to promote development. The latter may be brought 
about by frequent hot intra-uterine douches, by plugging the cavity 
with iodoform gauze, and by faradisation with the negative pole of 
the battery inside the uterus, but, as a rule, all treatment is unsatis- 
factory. 

VI. Congenital Atresia of the Cervix.— Congenital uterine 
atresia is a very rare condition. It will be described under “ Genital 
Atresise.” 

VII. Congenital Hypertrophy of the Cervix. — In congenital 
hypertrophy, the length of the cervix is as a rule principally affected, 
while its thickness remains comparatively unaltered. Elongation is 
due to a hyperplasia and hypertrophy of the muscle fibre and connec- 
tive tissue of the infra- vaginal portion (v. Fig. 47), the mucous coa^ as a 
rule remaining unaffected. There is usually some degree of stenosis 
of the canal as well, and possibly backward displacement of the 
uterus. 

TieaLtnmL. — Tieaitmmt consists in amputation of the hypertrophied 
portion. As a rule, it is sufficient to remove some of the overgrowth, 
as the involution, which loJlow^s on this, will cause the remainder to 
disappear. 

« OPERATIONS. 

The following operations may be discussed here ; — 

(1) Dilatation of the«cervix. 

(2) Division of the cervix. 


DILATATION OF THE CERVIX. 

Dilatation of the cervix is perhaps the most frequently perf (Shined 
gynecological operation. If may be carried out liy measures which 
take several days to bring about the required result — gradual dilaUUion, 
or by measures which obtain the necessary dilatation in from three 
minutes to a quarter o^an hoxa^apid dilatation* 
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Indications . — ^Dilatation of the cervix is indicated in two classes 
of cases : — ^ 

(1) As a preliminary to intra-uterine procedures, either diagnostic 

,or curative, in order to obtain sufficient room to pass the 
necessary instruments through the cervical canal. 

(2) As a mode of treatment in stenosis of the cervix. 

Rapid dilatation enables the cervix to be dilated to the size of a 
No. 8 to 10 Hegar’s dilator, and as this size is quite sufficient for 
curetting, it is the form of dilatation indicated for this purpose. 
Gradual dilatation enables us to obtain a much greater degree of 
dilatation of the cervical canal without any danger of laceration 
of its muscular walls. Consequently it is the form of dilatation 





Fig. 27. — Graduated dilators for cervical dilatation. 


indicated when we require to dilate the cervix above the size of a 
No. 10 Hegar. 

. Instruments . — For gradual dilatation of the cervix, the following 
instruments are rej[uired : — A postemior speculum, two American 
forceps, ^a sound, sea-tangle tents, Bozemann’s catheter, iodofbrm 
gauze, and a i^t of graduated dilators {v. Fig. 27). For rapid dilata- 
tion, the same instruments are required with the exception of the 
tents and the gauze. 

Operation . — ^We must consider the two methods separately. 

Rapid ^ Dilatation. — Rapid dilatation is accomplished by means of 
Hegar’s graduated dilators in the following manner : — Pass a posterior 
speculum, seize the anterior cervical lip in one American forceps and 
the po^erior in another, and draw the uterus down as far as, possible 
(v. Fig. 28). Then jiss the sound into the iffcerus in order to ascertain 
the length and the direction of its cavity, and wash the cavity out by 
means of a Bozemann’s catheter. Next, push through the inner os 
the largest-sized dilator which will pass. This^as a rule is about 
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No. 4. Allow it to remain in position for a moment, then with- 
draw it and pass the next larger size, then t^e next, and so on until it 



Fig. 28. — The position and arrangement of the patient in vagmal operations^ 

is apparent, by the amount *^of resistance experienced, that the passage 
of a larger viator would cause a laceration. It will facilitate the 
passage of the dilators if they are first placed itt a basin of warm lysol 
ig%>latk)n. 
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Gradual Dilatatiou. — Gradual dilatation is the method indicated 
when dilatation above the size of a No. 8 or No. 10 Hegar’s dilator 
is necessary. It can be obtained in three ways, as has already been 
mentioned ; they are as follows : — 

(1) By sea-tangle tents. This is the method most commonly 

employed. 

(2) By hydrostatic dilators. This form of dilator is never used 

in gynaecological practice. 

(3) By the introduction of a succession of firmly applied intra- 

uterine tampons of iodoform gauze. Each tampon is 
allowed to remain in the uterus for twenty-four hours, and 
the process as a rule requires to be performed some six or 
eight times to obtain the necessary dilatation. 

In order to obtain the maximum amount of dilatation of the cervix, 
both rapid and gradual dilatation must be adopted. In such cases 
‘ begin by dilating the cervix with Hegar’s dilators as far as is possible 
without causing laceration, i.e., up to about a No. 8 or No. 10. As soon 
as this point is reached, further dilatation by means of Hegar’s dilators 
should cease, and as many sea- tangle tents as the cervix will hold, using 
small tents in preference to large ones, are passed into the cervix, 
taking care that they project slightly through the inner os into the 
uterine cavity. These tents are allowed to remain in position for 
twenty-four hours, and are then removed. The cervix is again dilated 
with Hegar’s dilators up to No. 23 to 25, and a fresh set of tents is 
inserted and allowed to remain in position for a further period of 
twenty-four hours. At the end of this time, the cervix is usually 
sufficiently dilated for any procedure. If, however, owing to its 
great rigidity, it*is not sufficiently dilated, a fresh set of tents is again 
inserted. Each time the tents are inserted, a light tampon of iodoform 
gauze is placed in the vagina, with the object both of guarding the 
mucous membranctj from injury and of preventing decomposition. 

After-treatment . — The patient should always remain in bed ’’for a 
few days aft^r dilatation has been performed. No special after-treat- 
ment is necessary other than that proper to whatever operation has 
been performed.^ * 


• DIVISION OF THE CERVIX. 

Division of the cervix is performed with the object either o4^ 
incre^ing the size of the cervical canal, or of widening t^e angle of 
flexion between^he axes of the cervical cS-nal and of the body of the 
uterus. It is an operation which is sometimes of considerable value, 
as it brings about the relief of dysmenorrhoea or the apparent cure of 
gte^iliiy, and in such cases its performance is jijistlfied by its results. 
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It is, however, none the less true that it produces a pathological con- 
dition closely resembling that caused by tearing of the cervix during 
labour, i.e., an exposure of the mucous membrane of the cervix to the 
action of the vaginal discharge and the vaginal micro-organisips. In 
consequence it not infrequently leads to such after- symptoms as leu- 
corrhoea and pelvic pain, and then on examination of the cervix a 
condition of ectropion may be found. Consequently, a second opera- 
tion may be required to cure the ectropion. In spite of this, however, 
division of the cervix is quite permissible and advisable when there 
are clear indications for its performance. 

Indications, — ^Divisio;n of the cervix may be indicated under the 
following conditions : — 

(1) Acquired or congenital stenosis of the cervical canal. 

(2) Acquired or congenital acute anteflexion of the uterus. 



Fig. 29. — Bilateral division of the cervix. A. Line of incision. B.* Result ot incision, 
sutures in position on one side. Excision of a boat-shaped piece to facilitate 
the adaptation of the mucous edges. 


Instruments , — The instruments tare the same as tjiose required for 
amputation of the cervix. 

Operations , — Division of the cervix can be performed in two different 
ways, according to the direction in which the cervix is divided : — 

(a) Bilateral division* in -which the cervix is divided into an 

anterior and posterior lip by a transverse incision. 

(b) Posterior division, in which a single incision is made vertically 

in the middle line of the posterior lip. 

(a) ^Bilateral Division. — Bilateral division of the cervix is the easier 
of the two methods of division. The anterior and posterior Iip& are 
seized with American forceps*, and the Cervix draw^ vvfell downwards. 
With a scalpel or stout scissors, the cervix is split transversely, 
as is done in the first stage of Schroeder’s amputation operation 
{o. Fig. 29, A). The jneision is carried upwards as far as possible 
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without cutting into the tissues of the. vaginal vault. The final 
step consists in suturing the mucous membrane of the cervical canal 
to the mucous membrane covering the outside of the cervix. This is 
done by j^hree sutures at each side, as shown (v. Fig. 29, B). 
Bilateral division, however, tends to produce even a greater degree 
of ectropion than does posterior division, and on that account is 
now very seldom performed. Further, it is only of use when the 
cervical stenosis is limited to the region of the os externum, as the 
incision does not reach sufficiently high to be of use in stenosis of the 
internal os. 



* Fig. 30 — Posterior division of the cervix, a. Line of* incision. 

• • 

(b) Posterior Division. — Posterior division of the cervix has two 
advantages over bilateral division. First, it does not cause as 
much eversion of the cervical mucous meAbrane, and, secondly, 
it is possible to carry the incision sufficiently high to reach the 
internal os. The operation of posterior division is usually carried 
out as follows : — Expose the cervix and seize the posterior lip with 
two American forceps, one a little to each side of the middle line. 
A natrSw scalpel is then passed into the canal, and by cutting from 
within outwards, anfl. from the external os "upwards, the posterior lip 
is divided in the middle line up to the vaginal vault (<«. Fig.. 30). 
Then, by carrying the point of the scalpel up to the internal os, the 
fibres of the latter also can be divided in the middle line. This incision, 
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however, only extend through half the thickness of the cervical 
tissue, as, if it traversed the entire thickness, it would emerge above 
the line of posterior peritoneal reflection. Two sutures are then 
passed, one at each side, and as near the level of the internal os as 
possible, with the object of bringing the mucous membrane which 
hnes the cervical canal into contact with the mucous membrane which 
covers the cenix. Each suture is of stout silkworm-gut, and is 
passed with a small whole-curved needle which is entered at one side 
of the incision through the mucous membrane lining the cervical canal 
as high as can.be reached, and made to emerge at a corresponding 



Fig. 3h — ^Posterior division of the cervix. Result of incision, sutures in position 
on one side, a. Cut edge of posterior lip. ^ 

f 

point in the mucous membrane covering the cervix (t;. Fig. 31). 
A similar suture is then passed at the opposite side of the incision, and 
both are tied across the face of the cut surface, in such a manner as to 
bring the lining and covering mucous membranes of the cervix into 
contact. If necessary, a third and a fourth suture are introduced, 
one at each side below the former sutures. ^ 

There ii^ a simple and extremely useful modification of this operation 
^by means of which no ra^ surface is left to heal by granulation, as 
almost always happens in the ordinary posterior division. It is 
]^rformed as follows ir-The anterior lip of the cervix is seized with 
a Creeps in the middle line, and the posterior lip is divided as has 
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been just described (v. Fig. 30). In this way, two raw 
are obtained which run the length of the vaginal cervix. The 

centre of both these raw edges is then caught in a forceps and 
drawn apart laterally, with the result that the space between the 
edges becomes lozenge-shaped, and the os externum tends to approach 
the posterior fornix {v. Fig. 32, A). Two sutures, one at each side, are 
then passed, with the object of drawing the os externum up to the 
top of the fornix, and of turning the original vertical incision into a 
transverse one, in the centre of which will be the new os externum. 



A. 

• ... * 

Pig. 32. — Dudley’s posterior division. A. The manner in which the cprvix is 
diwn apart after division, and in which the sutures are inserted, o', a and 
b. Cut^urfaces of posterior lip. B. The sutures tied. Letters as before. 

The passage of these sutures is the only troublesome part of the 
operation. A small curved needle, threaded with silkworm-gut, is 
entered through the covering mucous membrane of the cervix at one 
side, ahd as near the top of the incision as possible. It emerges through 
the mucous membrane of the cervical canal, and is again passed ®from 
wibhifc outwards through the cervical tissue of the same side, and as 
close as possible to 4ihe tip of the cervix {v, fig. 32, A). A similar suture 
is then passed through the opposite side of the cervix. If necessary, a 
second suture may be passed at each side. When the sufures are tied, 
the os externum is drawn up to the vaginal vaidt, and each raw surface 
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is folded over on itself, so causing its complete disappearance {v. Pig. 
33, B). The steps and result of the operation will be more easily 
understood by reference to the diagrams. 

After-treatment , — ^The uterus and vagina are plugged lightly ^vith 
iodoform gauze. Both plugs are removed on the evening of the 
secbnd day. The patient may be allowed up in from eight to ten days, 
and the sutures are to be removed on the twenty-first day. 
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Displacements of the Uterus. Terminology — Normal Position of the Uterus — Table 
of Displacements — Upward Displacement — Downward Displacements — Backward 
Displacements ; Retiovorsion and Flexion ; Retiopoaition — Forward Displace- 
ments ; Anteversion and Flexion ; Anteposition — Lateral Displacements of the 
Uterus : Dextro- oi Sinistro-veision or Flexion — Toision — Tnvoision : Degrees, 
Vaiieties — Acute Inversion — Chronic Inversion. 


DISPLACEMENTS OF THE UTERUS. 

The Terminology of Uterine Displacements. — There are certain 
terms in common use to describe the various positions of the uterus, 
and these must be clearly understood. The first two of these are the 
terms version andy/ea^/o^i of the uterus. In order to understand these 



Fig. 33. — Diagram of the uterus showing the axes of the body and cervix. B B'. 

Axis of body. C C. Ax^ of cervix.. 

term^he uterus must be considered as consisting of two parts or seg- 
ments, — a Body, and a cervix, each of which has a longitudinal axis 
(y. Fig. 33). In consequence of the somewhat lax attachments of the 
lower segment, i,e,, the cervix, to the surrounding parts, its axis has 
a considerable range of motion, so that it can move through some 180 
degreeh, as is shown in the accompanying diagram (i;. Fig. 34). Also, 
as a result of the flexibility of the uterine muscle at the junction of the 
tw# Segments, the axis of the .body can adopt different positions in 
regard to the axis^ of the cervix (v. Fig» 36). By versiori, is meant 
the turning of the axis of the cervix away from the vertical (?;. Fig. 34). 

If the axis is vertical, version is absent ; if it is inclined forwards, the 
uterus is said to be in a position of anteversion ; if backwards, of retro- ^ 
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version ; if to the right, of dextroversion ; and if to the left, of sinistro- 
version (v. Figs. 34 and 35). By flexion, is meant a bending of the axis 
of the body away- from the axis of the cervix, and the term is again 



Fig. 34. — Diagram showing the different versions of the cervix in an an tcro -posterior 
plane. 1. Complete anteversion. 2. Slight anteversion. 3. Vertical position." 
4. Slight retroversion. 5. Complete retroversion. 


qualified by the same prefixes as is version — anteflexion, retroflexion, 
sinistroflexion, and dextroflexion (v. Figs. 36 and 37). It is not neces- 
sary that both flexion and version should occur in the same direction. 
As will be seen in the diagram, a uterus may be retroverted and ante- 



Fig. 35. — Diagram showing the different versions of the cervix in a lateral plane. 
1. Dextroversion. 2. Vertical position. 3. Sinistroversion. 

c 

flexed, or vice versd, or it may be dextroverted and sinistrofleted, or 
vice versd (v. Figs. 36, 10, 1,1, and 37, 8, "9). In such complex displace- 
ftients, i^he flexion is considered to be the more important, and in 
^whatever direction it takes place, the uterus is said to be displaced^ 
Ttefollowing paragraphs state briefly the terms applied to the various 
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positions which the uterus may assume so tar as flexion and version 
are concerned, and may be of assistance in enabling the student to 
understand more clearly these somewhat puzzhng terms. 




Fio .50 — IJiagiciin showing the difttrcnt posiiienis of the uterus m an antcro pobtonor 
plane 1 Vcitical position 2 Slight antojKexjon alone A Antcveision alone 
4 Antcve*rbion and slight antclloMon I AntcMision and marked anteflexion 
() 'lletroflexion ilone 7 Retroversion done 8 Retroversion and slight retro- 
flexion 9 Retiov crsioii md m irked retroflexion 10 Retroversion and ante- 
flexion 11 Antoversion ind retioHexrem 



Fig 37. — Diagram showing the different positions of the uterus in a lateral plane 
1. Dextroversion alone 2 Dextro version and dextroflexion 3 Dextroflexion 
alone* 4. Vertical position 5. Smistroflexion alone 6 Smistroversion and 
smistroflexion. 7. Smistroversion alone 8 Smistroversion and dextroflexion 
9. Dextroversion and smistroflexion. * 

• 0 

(1) When the bo^ and cervix of the uterus are in a line* which is 
vertical, the uterus may be regarded as being in a positiop neither of 
version nor of flexion {v. Pigs. 36, 1, and 37, 4). 

(2) fWhen the body and the cervix of* the uterus are in a line which 

so 6 
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is turned away from the vertical, the uterus is said to be ante-, retro-, 
dextro-, or sinistro-verted accordij^g to the direction in which they 
are turned. As they are in a line, there is no flexion (v. Figs. 36, 3, 7, 
and 37, 1, 7). 

(3) When* the cervix is vertical, and the body is bent away from it, 
the uterus is said to be ante-, retro-, or latero-flexed according to the 
direction in which the body is bent. As the cervix is vertical, there is 
no version (v. Figs. 36, 2, 6, and 37, 3, 5). 

(4) When the cervix is turned away from the vertical and the body 
and cervix are not in a line, the uterus is said to be ante-, retro-, dextro- 



Fig, 38. — Diagram representing some uterine displacements. ^E. Ascent. A. Ante- 
position. D. Prolapse. R. Rctroposition. P. Procidentia. ^ 

or sinistro-verted and ante-, retro-, dextro-, or sinistro-flexed according 
to the direction in which both axes are respectively inclined (v. Figs. 36, 
4 , 5 , 8 , 9 , 10 ,' 11 , and 37, 2 , 6 , 8 , 9 ).-; 

It will be seen that, with the exception of the complex displacements 
such as associated retroversion and anteflexion, these displacements 
can be divided into three main groups : — 

(1) Backward displacements. 

(2) Forward displacements. 

' f (3) Lateral displacements. 

in , the first group are included retroversion, retroflexion, and 
associated retroversion and retroflexion. In the second group are 
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included anteversion, anteflexion, and such degrees of associated 
anteversion and anteflexion as are pathological. In the third group 
are included dextro- and sinistro-version, dextro- and sinistro-flexion, 
and assooiated latero-version and flexion. 

Complex displacements are usually of importance on account of the 
flexion present, and so may be included, for the sake of convenience, in 
one or other of these groups according to the direction of the flexion. 

If the uterus is displaced en bloc in any direction in a horizontal 
plane, it is spoken of as -posed,, with the addition of whatever prefix 
expresses the direction in which it has been displaced, — anteposed, 
retroposed, dextroposed, sinistroposed {v Fig. 38, A, R). 

If the uterus ft displaced in a vertical direction, it is spoken of as 
ascent when it is displaced upwards, descent when it is displaced down- 
wards (v. Fig. 38, E, D, P). There are two degrees of the latter. 
, Descent of the uterus is known as prolapse so long as the uterus does 
^lot leave the vagina, it is known as 2 ^^o(^identia when the uterus is 
protruding from the vulva {v. Fig. 38, D, P). 

If the uterus, as a whole, is twisted upon its long axis, either to 
the right or to the left, the condition is known as torsion, with the 
suitable prefix. Thus we may have dextrotorsion or sinistrotorsion. 

If the uterus is turned inside out, so that its mucous lining lies 
outside of and below the cervix, the condition is known as inversion 
(r. Fig. 63). 

We may now enumerate in tabular form the various displacements 
which are met with : — 


Upward displacement 
Downward displacement 

Backward displacement 

Forward displacement 

Lateral displacement 

Torsion 

Inversion 


. Ascent. 

! Prolapse. 

( Procidentia. 

f Retro- version, or -flexion. 

' ( Retropogition. 

(Ante-version, or -flexion. 

’ jAnteposition. 

(Dextro- or sinistro-version or -flexion 
* (Dextro- or sinistio-position. 

. Dextro- or sinistro-torsion. 

( Incomplete. 

■ (Complete. 


The JN'ormal Position of the Uterus. — Before beginning to study 
the albnormal positions of the uterus, it is necessary to understand 
clearly what is the normal position of this organ. If we understand 
that the uterus is a mobile organ, and that all its positions - normal 
or abnormal — are the result of the forces --physiological or pathological 

as the case may be — which act upon it, and if we. discover what the 

6 — 2 
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physiological forces are, there will not be any difficulty in determining 
what are, and what are not, the normal positions of the uterus. 

First, what is the normal degree of mobility of the uterus ? The 
relations of the uterus are such that it is enabled to rotate in ^ sagittal 
mesial plane following the arc of a circle whose centre is situated about 
the cervico-vaginal junction. At the same time, the coiisistence of 
the fibres of the uterine isthmus is such that the body can bend under 
the influence of any slight force — such as its own weight — in such a 
manner that its axis, instead of coinciding with that of the cervix, 
is inclined to the latter at a varying angle (v. Fig. 39). 



Fig. 39. — Diagram repieseiiting the normal j) 08 ition of tbe uterus in virgins. 

Secondly, what are the physiological factors which ^ct upon the 
uterus ? The factors which unite to keep the uterus in its normal 
' position are : — ^ 

(1) The uterine ligaments. 

(2) The vaginal attachment. 

(3) The weight of the uterine body, 

‘ (4) The intra-abdominal pressure. 

(5) The resistance of the pelvic floor and bladder. 

(1) rfee UteriTte lAgame^. — The im;^rtant h^ments of the uterus 
" eigfit in number,, and are arranged in pairs. The two posterior or 
^utero-sacral ligaments cpntain muscle-fibres, and run from the lateral 
of tho Aunra-vainnal nortion of the cervix to the sides of the 



8 


. , .THE NORMAL POSITION OF THE UTERUS. 

second sacral vertebra. When they contract, they pull the upper pai 
of the cervix backwards, and so tend to keep the centre of gravity c 
the body in front of the cervix, and the uterus in a position of ante 
version. They are also an important factor, if not the most impoi 
tai;it factor, in maintaining the cervix at its normal height in the pelvii 
The two round ligaments alsd contain muscle-fibres. They run fror 
the cornua of the uterus along the face of the broad ligaments to th 
internal abdominal rings. There they pass from the peritoneal cavit 
into the inguinal canals, and are finally lost at the external abdomins 



Fio. 40 . — Diaj^rain ru[)r(*spnting ilio normal position of the uteiiis in 
^ women who have borne children. 

rings.^ Thejeffect of their contractions is to pull the fundus forwards. 
The two broad ligaments pass from the sides of the uterus laterally 
outwards to the pelvic walls. They are formally lax and do not 
exert much influence on the uterus, but their tendency is to keep it 
moored in a sagittal mesial plane. The lateral ligaments of the cervix, 
or Mackenrodt’s ligaments, are fibrous bands inserted laterally into 
the cervix and upper part of the vagina. They assist the iltero- 
sacfal ligaments in maintaining the cervix at its normal height, and 
they also moor thj cervix and lateral vaginal fornices in* a sagittal 
mesial plane. Both the lateral and the utero-sacral ligaments are 
specialised bands formed from the endo-pelvic fascia. 

(2) The Vuginal Attachment , — The Upper part of the vagina is 
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Fig. 4L — The broad and round ligament on the right side. 



FiQ* 42. — The uterus an4 broad ligaments as seen from behind. The uterine 
i arteries are exaggerate in order to show their position. 
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firmly fastened to the pelvic wall by the endo-pelvic fascia, and by two 
folds of the pelvic fascia, and it is also firmly attached to the cervix. 
In consequence the vagina is able to support the cervix and to fix 
it in position in the pelvis. The support which the uterus normally 
receives in this manner is often overlooked, although it is most 
important. 

(3) The Weight of the Uterus. — The weight of the uterus 
acting under the influence of gravitation, in conjunction with the 
flexible nature of the isthmus and with the action of the ligaments, 
results in producing a slight degree of forward flexion of the body, and 



Fig. 43. — rhysiolGgical ascent of the i^erus, due to distension of bladder and 
• rectum. 

marked foyvard version of the cervix. The flexible nature of the 
isthmus is greater before pregnancy than after it, and as a result there 
is a correspondingly greater degree of anteflexion — when the bladder 
is empty — in nulliparous than in parous women (v. Figs. 39 and 40). 

{^) The Intra-abdominol Pressure. — The intra-abdominal pressure, 
acting on the upper surface of the uterus, tends to keep the uterus 
in contact with the pelvic floor. • 

The Resistance of the Pelvic Floor, etc. — The resistance of the 
pelvic floor and bladder is a force, acting upwards, which is sometimes 
in equilibrium with the downward intra-abdominal pressjire. At other 
times, i.e., when the bladder is distending or emptying, it is temporarily 
either greater or less than the intra-abdomijial pressure, and so by 
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pushing the uterus upwards, or by allowing it to fall further downwards, 
it causes a diminution or an increase in the degree of flexion and version 
present. If the distension of the bladder is very marked, the uterus 
may be pushed into a vertical position, or even a shght degree of 
retroversion may occur. If the rectum is also distended, the resistance 
of the pelvic floor may be so increased that the uterus is pushed upwards 
-—ascent (v. Fig. 43). 

The physiological result of all these foices is that the uterus normally 
“lies in a sagittal mesial plane, its anterior surface in contact with the 



Fio. 44. — Tile anatomical lelatioiis of the uteius and upper part of the vagma 
a. Insertion of vagmal su&pcnbory ligament, b Round hgamont. c. Fallopian * 
tube. d. 0\aiian ligament, e Uterine arteiy. /. Insertion of Utero-saoral 
hgament. (From a dissection by Dr. Cecil Smyly.) ® 

bladder, and the tip of the ceivix on a level with the line% joining the 
ischiatic spines. When the bladder is empty, the cervical axis is 
almost horizontal, with th^ fundus in front, and the axis of the body is 
inclined slightly in front of the cervical axis, so that the fundus rests 
upon the empty bladder (v. Figs. 39 and 40), that is to say the, uterus 
is in a position of marked anteversion and shght anteflexion. When, 
on the other hand, the bladder is full, the uterus will be found jn an 
almost vertical position, or, if the former is over-distended, the cervical 
axis may be even inclined backwards, that is to say the uterus is retro- 
" verted, , 

ll^ccordingly, we see that the uterus has no one normal position, but 
mher possesses a constantly changing range of positions, owing to 
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frequent alterations in the resistance of the pelvic floor and bladder. 
If the uterus returns to the position it normally occupies when the 
bladder is empty as soon as that event occurs, none of these 
positions, can be considered as a pathological displacement. When, 
on the other hand, the uterus does not return to the position it 
normally occupies when the bladder is empty, or does not leave that 
position as the bladder fills, then a pathological displacement or 
malposition exists. 

Speaking in general terms, the causes of malposition are to be found 
in any factors which tend to : — 

(1) Diminish or increfue the normal flexibility or mobility of 

the uterus. 

(2) Diminish, increase, or change, the direction of the various 

normal forces which act upon the uterus, 

, (3) Bring into play other forces which normally are not in existence. 

* The specific^ causes which bung about the various abnormal positions 
will be discussed in their proper place. 

Upward Displacement. 

Ascemas or Elevaiio Uteri is the term applied to the position of the 
uterus when it lies at n higher level than normal in the abdominal cavity 
(V, Fig. 38, E). 

Mtiology. — Ascent of the uterus may be brought about by : — 

(1) Tumours developing below the uterus in such a position as 

gradually to push it upwards. 

(2) Adhesions forming between the uterus and some of the 

abdomhial viscera or paiietes. 

(3) The operation known as ventral hysteropexy when incorrectly 

performed. 

Symj>toms. — It is^ improbable that gscent of the uterus causes any 
noticeable symptoms, unless it occurs to an unusually marked degree. 
Any symptoms, which may be present, will be usually found to be 
due to the condition which is giving rise to the ascent. 

Treatment. — As a rule, the cause of the displacement must be treated, 
and not the displacement itself. If the condition is due to the presence 
of a tumour, it will be cured by removing the latter. Peritoneal bands 
will rarely call for any interference on account of their effect upon the 
uterus, though they may do so on account of their interference with*the 
intesMaal functions. 

• • 

DoWnwabd Displacements. • 

As has been stated already, prolapse and procidentia are only diflerent 
de^ees of the same condition, i.e,, descent of the«^erus. In prolapse. 
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Bone of the uterus has passed the vulvar orifice, while in procidentia, 
a part or the whole of it has done so (v. Figs, 38, D, P, and 45). 

Mtiology, — The chief factors which maintain the uterus at its normal 
level are the uterine ligaments, the pelvic floor, and the vaginal attach- 
ments to the cervix. 

The ligaments either directly support the uterus, as in the case of 
theutero-sacral ligaments and the ligaments of Mackenrodt, or indirectly 
support it by keeping it at right angles to the axis of the vagina and 
parallel to the pelvic floor, so that the maximum resistance is offered 



Fig. 45. — Diagram representing complete prolapse (procidentia)' 
of the uterus. * 

to its descent. When the utero-sacral ligaments are markedly length- 
ened, the cervix depends for its support on its vaginal attachments, 
which in turn are supported by the pelvic fascia, and on the^ so-called 
ligaments of Mackenrodt, neither of which remains efficient for long, 
when the utero-sacral ligainents are slightly lengthened, and when 
there is^an accompanying elongation of the round ligament!, ‘back- 
ward displacement occurs, and the axis of theluterus more directly 
corresponds with the vaginal axis. In consequence, descent through 
the vaginal canal becomes possible. 

The pelvic floor jlirectly supports the utenis and resists descent. 
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The amount of support aiforded by the floor depends on its strength and 
on the extent of uterine surface which is in apposition with it. If the 
integrity of the floor is destroyed, and its different component parts are 
either torn or over-stretched, or prolapse, then it can no longer 
support tTie uterus ; and, if the long axis of the uterus, instead of 
lying parallel with the floor and so offering a large surface for support, 
becomes vertical, then the uterus can drop wedge-like through the 
opening in the floor made by the vaginal canal. 

The upper part of the vaginal canal is firmly attached to the 
pelvic walls, and so helps to support the cervix at its normal 
level. 

There are other factors which, though not of so great importance in 
maintaining the normal p6sition of the uterus, are occasionally potent 
in causing or assisting prolapse. The first of these is the weight of the 
uterus, and the second the intra-abdominal pressure. So long as these 
•remain normal, their effect on the uterus is in equilibrium with the 
support afforded by the ligaments and the pelvic floor. If either of 
these, and particularly if the latter, is greatly increased, the two 
together may overcome the support given to the uterus, which then 
gradually descends. As it does so, lengthening of the ligaments, and 
sometimes yielding of the pelvic floor, necessarily follow. 

The foregoing arc the general factors which, when normal, aid in 
maintaining the normal position of the uterus, and which, when 
altered by disease or injury, tend to permit or to cause prolapse. We 
must now see how this alteration is caused in individual cases. 

Elongation of the ligaments may be a primary or secondary factor 
in the production of prolapse. It is a primary factor when, as a result 
of sub-involution, it is present after the puerperium and allows the 
uterus to fall backwards, and so to come into and descend along the axis 
^of the vagina. As the uterus descends, it draws down the vault of 
the vagina with it,^with consequent •longation of the lateral vaginal 
ligamentous attachments. Descent continues until the uterus reaches 
the levator jpuscles, and is then temporarily arrested if these are 
intact, while, if they are torn or over-stretched, descent continues 
uninterruptedly. In each case, the result irf* similar, as the pressure 
of the uterus will gradually stretch the muscles, even if they are 
intact, sufficiently to allow further descent. Primary elongation 
of the ligaments is also sometimes a so-called congenital condition ; 
that is to say, it is presifent'to a marked extent in women who have 
nevdt^borne children, and in whom there is no obvious^ evidence 
of any other primary cause of prolapsS such as increased intra- 
abdominal pressure or increased uterine weight. Sometimes this 
condition is really congenital, and is present in infants at birth. 
This, however, is very rare, and more ' usually ^he prolapse does 
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appear until after puberty. In such cases, there may also be con- 
genital hypertrophy of the cervix. 

Elongation of the ligaments is a secondary factor under two different 
conditions : — first, when the weight of the uterus or the intra-abdominal 
pressure is markedly increased and is directly transmitted to the 
ligaments, which in turn yield under the strain ; and, secondly, when 
the pelvic floor has been so torn or stretched that it fails to give a 
normal support, so that the entire weight of the uterus comes on the 
ligaments. In such cases there is frequently an accompanying prolapse 
of the vagina, and then not only has the uterus lost the support of the 
pelvic floor, but there is direct downward traction on the cervix at the 
cervico-vaginal junction. When this occurs, there is a direct conflict 
between the down-pull exerted by the vaginal walls and the up-pull 
exerted by the utero-sacral ligaments. If the ligaments yield and 
stretch, prolapse continues, and the uterus soon reaches the vulvar 
orifice. If, on the other hand, the ligaments are strong and maintaiK 
their original length, there is marked elongation oi the tissues of the 
cervix between the attachments of the vaginal vault and the attach- 
ments of the utero-sacral ligaments (v. Fig. 16). This condition is 
usually spoken of as supra-vaginal hypertrophy of the cervix, and 
we shall subsequently see that its occurrence has an important 
bearing on the operative treatment of the case. 

Loss of support from the pelvic floor is the result of injury to the 
floor, and this in almost every case occurs during labour. Very rarely it, 
may be the result of operative interference, as when a deep para- 
vaginal incision has been made and has failed to unite properly. The 
essential lesion is the tearing of the levator ani musclps, structures 
which constitute the most important part of *the pelvic floor. 
When they are torn, the lower part of the vaginal canal loses its 
support, and the canal itself, which normally makes an angle of 
sixty degrees with the horizontal, becomes almost \f3rtical. As a result, 
the anterior vaginal wall is practically unsupported, and intra-abdominal 
pressure tends to drive it downwards through the vulva^ As a further 
result of the tearing of the muscle, the anterior rectal wall loses its 
support, and, pressing directly on the lower part of the posterior v^iginal 
wall, gradu^ly stretches it, so that both together protrude through the 
vulvar orifice. Prolapse of the lower part of the vagina thus begins, 
dragging with it in almost every case the posterior wall of the bladder, 
and in some cases an extensive rectal poiiRh. The downward pull 
is quickly transmitted to the upper part of the vagina, andt if the 
fascial attachments of the latter to the pfelvic wall yield, is transmitted 
to the Uterine cervix. Then, as we have seen, either supra-vaginal 
elongation occurs, or else^the utero-sacral ligaments also yield and the 
uteruif prolapses. 
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Increased w^ght of the uterus of a kind that favours or causes pro- 
lapse is generally the result of sub-involution, since we have then in 
association other factors favourable to prolapse, such as sub-involution 
of the ligaments and softening of the vaginal attachments. Increased 
weight due to tumour formation more rarely causes prolapse, since, in 
the first place, there is usually no accompanying ligamentous softening, 
and, in the second place, the tumour itself often grows in such a manner 
as to fix the uterus in its normal position or even to draw it upwards. 
Sometimes, however, tumours grow in such a manner as to guide the 
uterus into a position in which its long axis corresponds with the 
vaginal axis, and then, if the tumour is small, the vagina patulous, and 
the support of the pelvic floor deficient, prolapse occurs. 



Fig. 46 — Sagittal section through the lower jiart of the pelvis in a case of procidentia 
uteri. Note the relation of the bladder and rectum to the prolapsed vagina, and 
the great uterine elongation. {From Liepmann’s Atlas.) 

• • 

Increased intra-abdominal pressure, when it acts uniformly over the 
whole pelvic Jloor and when it persists for a considerable time, tends 
to drive the floor down. The first result of this is usually an increased 
projection of the floor below the level of the dutlet of the bony pelvis, 
very similar to the increased projection that occurs during pregnancy. 
If the vulvar orifice is patulous and its vaginal support deficient, 
prolapse of the vaginal walls may occur, and, later, uterine prolapse ; 
or, if the uterus is very small and its ligaments weak, it may be drtven 
dowfi^ through the vagina, even though the latter is uninjured. 
Instances of this aSre sometimes met in •stout women who have to 
stand a great deal, and such cases are usually very difficult to treat 
or cure. 

Diagnosis , — ^If inspection does not ’show ai;^ existing prolapse of 
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the vagina or of the uterus, the patient should be told to cough several 
times, as a prolapse may then occur owing to the increase in intra- 
abdominal pressure. Next, the cervix should be caught with an 
American forceps and drawn down in order to see if it can be drawn 
outside the vulva, and, if so, how far. As this is done, the patient 
should again cough, so as to bring the uterus out as far as its ligaments 
will allow. In many cases the prolapse may be so complete that it 
is visible without any straining effort or traction ; but in others, where ’ 
the prolapse occurs when the patient walks about, the uterus may have 
gone up again into position, and may only descend when some driving 
or pulling force is applied to it. The next step is to ascertain what 
part of the prolapse is formed by the uterus, and what part by the 
vaginal walls. This is readily done by trying to pass the finger into 
the vagina. If the vagina is completely inverted, this will be 
impossible. If the vagina is partly inverted, it will be possible to ^ 
introduce the finger for a short distance, corresponding to the length^ 
of the part of the vaginal canal still in its proper position. It is 
obvious that in all cases of true descent of the uterus as a whole 
there must be ^ome descent of the upper part of the vagina also, 
and, where this does not occur, the prolapsed part will be found 
to consist of an elongated vaginal portion of the cervix alone. 

When the vagina prolapses, we must determine what part of it is 
chiefly involved. In many cases it will be the entire canal ; in some, 
the anterior and posterior walls ; and in some, one of these walls only. 

If the anterior wall prolapses, the condition is known as cystocele, 
and one will probably find that the bladder is carried down beneath 
the vaginal mucous membrane. Where the posterior wall prolapses, 
the condition is spoken of as rectocele, but it does not follow that in 
all cases the anterior rectal wall also prolapses. In some cases it does 
so, but in the majority it is probable that the rectum does not share . 
in the descent. The position of the bladder can be j*eadily ascertained 
by passing a catheter or sound into it, and the position of the rectum 
by passing the finger into it. At the same time as^the vaginal 
examination is made, we must ascertain the condition of the levator 
ani muscle, ‘ 

In all cases of prolapse occurring as a result of injury received 
during parturition, the levatores ani are torn. In prolapse occurring 
as a so-called congenital condition, laceration of the levatores 
ani ^las not occurred, but still, owing to the continued pressure 
of the prolapsed uterus, over-distension and relaxation of •these 
muscles are usually present. The condition of Ihe muscle can be 
^Stomined liy estimating the thickness of the tissue lying between 
fhe vaginal mucous membrane and the -tuberosities of the ischium. 
Where no perinaeal laceration' has occurred, the anterior edges of 
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the muscle approach one another in the depth of the perinseum, and 
blend with the superficial perinaeal muscle, while, anterior to the point 
of blending, they form a definite band which can readily be felt from the 
vagina. If the muscle has been deeply torn this band is missing or 
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Fig 47 — Diagiam to illustrate the various forms of genital prolapse, or pseudo 
pr^^lapse. AD. Level of origin of utero-sacral ligaments. BE. Normal level of 
insertion of ligaments into uterus. CF. Noimal level of perinseum. I. Normal 
uterus and vagina. II. Vaginal hypertrophy of cervix. III. Supra-vaginal 
hypertrophy of cervix. IV Partial prolapse of uterus. V. Partial prolapse of 
uterus with supra-vaginal hypertrophy of cervix. VI. Complete prolapse of 
uterus, with inversion of vapna. VII. Complete prolapse of uterus with supra- 
vaginal hypertrophy of cervix, and inversion of vagina 
• • 

lies at a higher level ^ the vagina than is n(9rmal, and the mass of the 
muscle can be felt between the mucous membrane and ihe ischial 
tuberosities, its distance from the central line of the perinaeum being 
proportionate to the extent to which it has been torn. If the muscles 
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• ^ ^ ^ 
are atrophied by over-distension, and are absent altogether from the 
perinseal region, owing to excessive tearing, then the surfaces of the 
ischial tuberosities, as felt from the vagina, are abnormally distinct, 
and suggest that nothing lies over them except the vaginal mucous 
membrane. * 

The examination of the uterus comes next. We have already 
ascertained whether the cervix prolapses, and, if so, how far, and we 
must now leam what other changes have occurred, and what is the 
condition of the utero-sacral ligaments. Descent of the cervix may be 
caused in one of three ways (v. Fig. 47). First, the vaginal portion 
may be hypertrophied and elongated, the supra-vaginal portion and the 
body remaining normal. As a result, the cervix may protrude through 
the vulva, although the body of the uterus remains in its normal place. 
Secondly, the supra-vaginal portion may be hypertrophied at>d 
elongated, the body still remaining in its normal position. As a 
result^ the cervix and the upper part of the vagina prolapse, whiles' 
the body may remain in its proper place. In the third place, the 
uterus as a whole may descend to a greater or less extent. Accurate 
diagnosis between these three conditions is essential for correct 
treatment, and is, as a rule, quite easy. Simple hypertrophy of the 
vaginal portion is readily recognised by vaginal examination, while 
a bimanual examination shows that the body remains at its proper 
level. The condition of the supra-vaginal portion can be ascertained 
by noting the distance between the vaginal attachment and the 
insertions of the utero-sacral ligaments, as, when supra-vaginal hyper- 
trophy exists, this distance is markedly increased. Elongation of 
the uterus above the- insertion of the utero-sacral ligaments also occurs 
in some cases. The utero-sacral ligaments can usually be felt from the 
vagina, and, if present, can always be felt from the rectum. They run 
an almost vertical course from the second piece of the sacrum down- 
wards to be inserted into the ]pwer part of the body of the uterus, 
and form the lateral boundaries of the pouch of Douglas. If the finger 
is placed against them, and at the same time the cervix is drawii dowi^ 
they will be found to tighten and become string-Uke. descent of the 
uterus as a whole is recognised by palpating the body of the uterus, 
and noting its position relative to the pelvic outlet. In such cases, 
examination of the utero-sacral ligaments shows that they are elongated, 
while in supra-vaginal or vaginal hypertrophy of the cervix, ^existing 
without prolapse of the body of. the uterus, these ligaments preserve, 
their normal length. ^ ‘ 

We must always remember that any of the conditions mentioned 
Above noAy^. occur in association' with one another. Thus perhaps the 
cc^mponest state of afiairp in a well-marked prolapse is partial or com-^ 
plete inyersion of the vaginal, partial Qt complete prolapse of the utenw^ 
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considerable supra-vaginal elongation of the cervix, and a varying 
degree of lengthening of the utero-sacral ligaments. 

In addition to deter^nining the length of the cervix, one must 
determine whether there is any erosion,” true ulceration, or laceration 
present. This is readily done after the cervix has been drawn down 
externally. 

The last step consists in the examination of the appendages of the 
uterus and the abdominal contents generally with the object of 
eliminating any cause of increased intra-abdominal pressure, such as 
tumours, ascites, marked and constant intestinal distension, and exces- 
sive fat. When this step is complete we are in a position to determine 
the correct treatment. 

Syryiftoms , — The symptoms of prolapse of the uterus are not very 
well marked, but those of procidentia are more definite. Each condi- 
^tion causes, according to its degree, a sense of weight and dragging 
in the pelvis, pain running upwards towards the kidneys, frequent 
and dij0&cult micturition or perhaps even retention of urine, constipa- 
tion,* and various reflex troubles — vomiting, epigastric pain, and 
dyspepsia. As a result of inversion of the vagina, the mucous mem- 
brane becomes dry from exposure to the air and from interference 
with its blood-supply. It is also thickened, and comes to resemble 
ordinary epidermis. There is often some ulceration of the mucous 
membrane of the cervix, a condition which, if the procidentia 
has been present for some time, extends more or less over 
the entire inverted vagina. If there is much ulceration, there 
is usually a foetid and purulent discharge*. If the ureters are 
dragged down with the prolapsed uterus, they may become kinked, 
and an obstruction be thus caused to the flow of urine through them. 
In consequence, hydronephrosis, and eventually almost complete 
jiestruction of the kidney substance, may result. In such cases 
suppression of urin% and its sequelae rftay occur at any time. 

Treatffient . — The treatment of descent falls under three heads : — 

(a) Prophylactic treatment. 

(b) Palliative treatment. 

, (c) Radical treatment. 

(a) Prophylactic Treatment. — Prophylactic treatment consists in 
preventing the occurrence of, or in removing when they occur, the 
different factors which may produce prolapse. With this objgct, 
perinaejil or vaginal lacerations should be sutured at the time they 
occur, %T, if they are not seen then, they should be sutured at a later 
date ; backward displacements of the uterus should be corrected, 
and the uterus kept in a normal position; and patienfc with lax 
Egaments, and a tendency to descent of the pelvic organs, should be 
advised to avoid prolonged standing. 
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(b) Palliatiye Treatment. — Palliative treatment consists in replacing 
the prolapsed uterus, and maintaining it in its position by means of a 
^suitable pessary. The reposition of the uterus is generally easily 
accomplished if the vaginal walls are not excessively oedematous, 
as is sometimes the case. With the patient in the dorsal position, 
the genitals having been well washed, the mass protruding outside the 
vulva is taken in the hand and pushed gently upwards. Care must 
be taken to press in such a manner that the vulvar end of the vaginal 
canal is pushed back first. As soon as the entire mass isr reduced, a 
bimanual examination must be made to determine if there is any 
retro-deviation of the uterus. If there is, it must be rectified. The 
means by which the uterus is kept in position depend upon whether 

A B 


Fig. 48. — Pessaries, a. Hollow vulcanite ring. b. Solid ring of vulcanite 
or celluloid, representing the first stage in the manufaeture of a Hodge 
pessary, c. Thomas’ modification of a Hodge pessary. 

the vaginal walls and cervix are free from ulceration and cedema or 
not. If they are healthy, a suitable pessary may Jie inserted at once, 
but if they are unhealthy, they must be restored to a normal condition 
before doing so. The first step is to cleanse the ulcej thoroughly, 
and to cauterise it by touching it with strong carbolic acid on a piece of 
cotton wool. Subsequently daily vaginal douches should be adimnis- 
tered, followed by the application of a vaginal tampon of cotton wool 
soaked in a ten per cent, solution of ichthyol in glycerine, or a mixture 
of Tr. Benzoin. Co. and glycerine of a strength of a drachm to the ounce. 
If the patient has to attend to herself, the tampon is tied round with 
a piece of tape, which hangs outside the vulva. By pulling <irfthis 
the plug can be easily remdved. 'The simplest method of introducing 
a tampon is as follows : — Soak one of the required size in what- 
ever medicament one wishes to use, and push it into a cylindrical 
speculum of large size. The speculum is then passed into the vagina, 
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and, as it is withdrawn, the end of a forceps or other suitable instru- 
ment is held against the tampon, so as to prevent it also being brought 
out. As a result it is left in place in the vagina, and the friction and 
discomfort that would be caused by pushing it through the vulvar 
orifice is avoided. As soon as all ulceration of the vaginal mucous 
membrane is cured, a pessary may be inserted. 

There are a few general rules which apply to the mode of using 
any form of pessary, not alone in prolapse, but in any displacement in 
which the use of a pessary is necessary : — 

(1) A pessary ought not to be inserted if the mucous membrane 
of the vagina is unhealthy. 

(2) There must be room to pass the tip of the finger round the 
pessary when in situ, between it and the vaginal wall. 

(3) Ordinary straining on the part of the patient must not displace 
the pessary downwards. 

ft) The pessary must not cause any pain. 


JFia 50. — Smith- Hodge 
vulcanite or celluloid pessary. 

(5) The pessary must maintain the uterus in a normal position, 

otherwise it is of no use ; and it must be the smallest pessary which 
will do this. • • 

(6) Thejpessary must not be allowed to remain in situ for more than 
three months at^ time, and if there is any tendency to vaginal inflam- 
mation, it must be removed at much shorter intervals. 

There, are four forms of pessary which can be used in these 
cases : — 

(1) The §olid vulcanite ring is the initial stage in the manufacture 
of the Smith-Hodge pessary. It is made in sizes varying from one and 
a half incj^es to four inches in diameter. It is easily inserted, as all that 
has to ffe^done is to pass it into the vagina after the uterus has fceen 
placed in a normal position. It is specially useful when the uterus is 
atrophied, as in such cases it is not bi much importance whether the 
latter is kept in a position of anteversion or not, so long as it is kept at 
its proper level. 



Fig. 49. — Meyer’s solid 
rubber ring. 


7 - 
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(2) The flexible rubber or watch-spring pessary is of use when the 
vagina is very capacious but the vulvar orifice not very much 
enlarged, as in such cases it can be more easily introduced than can 
a rigid pessary. If the uterus is brought into a positipn of ante- 
version before inserting the pessary, as should always be done, a 
rubber ring will frequently keep it so. The disadvantage of this 

r . pessary is that it is difficult to keep clean and that the rubber tends 
to become disorganised. 

(3) The hollow vulcanite ring is most useful in cases in which a solid 
vulcanite ring cannot be retained. It is a comfortable form of pessary, 
as its large surface does not tend to press to an appreciable extent on 
any particular part of the vaginal wall. If it is used, the patient must 
be warned, especially if she is old, that it requires to be taken out 
tolerably frequently. It is often inserted at an age at which the 
genitals are beginning to shrink, and, if left in too long, it may become 
incarcerated owing to the contraction of the vulvar orifice, with the 
result that its removal may be impossible without breaking it up. It 
also tends to set up vaginitis by preventing the escape of discharge. 

(4) A Hodge pessary, or that modification of it known as a Smith- 

Hodge, is best suited for those cases in which it is essential for the 
success of the treatment that the uterus should be kept in a position 
nf anteversion, and in which the perinaeum and the levator ani muscle 
are sufficiently intact to maintain the pessary in situ, , The manner of 
inserting it will be described when discussing its use in backward 
displacement of the uterus. Occasionally it will not remain in 
position when inserted in the ordinary manner, but will do so if 
inserted so that the broad end lies lowest. .. . 

In addition to inserting a properly fitting pessary, we must direct 
the patient to avoid as far as possible all forms of violent straining. 
..With this object, the bow^els must be regulated, any bronchial or 
V laryngeal condition which causes coughing must; if possible, be cured^ 
and occupations which tend to cause sudden or prolonged increase 
of the intra-abdominal pressure must be avoided. 

(c) Radical Treatment.— With the advance of gynaecological surgery, 
the radical treatment of descent of the uterus is becoming every day 
a more generally accepted procedure, and it is more widely recog- 
nised that palliative treatment by means of pessaries is unsound 
in principle and practice, and should be confined to cases in w^hich 
circumstances prevent the adoption of operative measuresc 
- The* radical or operative treatment of prol^-pse is directed to the^^ 
w,. removal of the complications and associated iesions which we have . 
./i^lready described, and to the adoption of such measures as will per- , 
nlanently prevent the' rec]^enoe of the prolapse. In some cases," 
however, owing t<f the age or aftote of health of the patient, lengthy ^ 
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operations are impossible, and then the measures adopted may be 
directed solely to the removal or cure of such conditions as prevent 
the wearing of a pessary. Thus if a patient^ has a large erosion of the 
cervix caijsing much leucorrhoea, which is intensified by a pessary, 
amputation of the cervix may enable the pessary to be worn satisfac- 
torily. Or, if a deep laceration of the perinsBum prevents the retention 
of a pessary or necessitates the weanng of one too large for the vaginal 
canal, a perinaBorrhaphy will enable a pessary of suitable size to be worn. 
Such operations are, however, only palliative, and, wherever possible, 
a true radical cure, which will prevent the necessity of again wearing 
a pessary, is preferable. 

If we take, for example, a typical case of complete prolapse associated 
with the usual complications, and discuss its treatment, it will give, 
perhaps, the best idea of the different operative procedures that are 
^usually necessary. In such a case the uterus will be enlarged and 
Completely^ prolapsed outside the vulva, and if it is pushed back to its 
normal level it will fall into a position of retroversion and retroflexion 
{v. Fig. 51). The entire vagina will be inverted. The bladder will 
have followed the anterior wall and so in great part will have passed 
outside the vulva, and the rectum may similarly have followed the 
posterior wall. The utero-sacral ligaments will be markedly lengthened, 
and also the round ligaments. The cervix will be hypertrophied supra- 
^ aginally, and the vaginal portion will probably be ulcerated. The 
levator ani muscles will be torn, and the vulvar orifice considerably 
enlarged. 

For the cure of such a case it is necessary : — 

. (1) To adopt measures that will ultimately effect a reduction in 
size of the uterus. 

(2) To fix the uterus at its normal level and the fundus in a position 

• of anteversion. 

(3) To remove ihe hypertrophied tjervix. 

(4) J?o restore the bladder and the rectum to their proper positions, 

or at any rate to positions in which they cannot again bulge 
downwards through the vulva. 

(5) To remove superfluous vaginal mucous membrane. 

(6) To restore the muscles^'of the pelvic floor. 

All these will be effected somewhat as follows : — ^Curetting of the 
uterine mucous membrane will tend to bring about ultimately, a 
healthier state of the uterus, and so a reduction in size when 
the enlargement is due to a chronic inflammatoiy process.* When 
tumours are present, such as small myomata, they must be 
removed. Shortening of the utero-sacral ligaments wilT bring the 
cervix again to a normal level in the pelvis. Shortening of the round 
ligaments or ventral suspension will keep the uiierus in a position ot 
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anteversion. Interposition of the uterus between the bladder and 
the anterior vaginal wall will support both the vaginal wall itself and 
the bladder, and, by fixing the uterus in a position of aggravated 
anteversion, will •render any other step to accomplish- that end 
unnecessary. Supra- vaginal amputation of the cervix will remove the 
hypertrophied portion. Anterior colporrhaphy, when interposition 
is not performed, will remove the superfluous mucous membrane from 
the anterior vaginal wall, and at the same time will give some support 
to the bladder. When interposition is performed it is unnecessary. 



Fig. 51. — Diagram representing a combined retroversion and retroflexion. 

Finally, a colpo-perinasorrhaphy, associated with suture of the levator 
ani muscles, will remove any excess of the mucous membrane of 
the posterior vaginal .wall, and restore again the torn muscles and 
the perinsBum. 

Backward Displacements. * 

The backward displacements of the uterus are retroversion,^ retro- 
flexion,- and retropositioi^ or any combination 9f these. As tas been 
mentioned, slight degrees of these displacemeilts may occur physio- 
logically ‘as the bladder is ^stending, but in order to constitute 
a pathological condition tjiey must have a tendency to become 
permanent. . 
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Retroversions and Retroflexions. — ^Retroversion and retro- 
flexion are generally associated, for the same reason that anteversion 
and anteflexion are associated when the uterus is normal in position. 
That is \o say, if the uterus .is either anteverted or retroverted the 
weight of the uterine body causes the body to flex until the fundus 
rests on the surface immediately below it (v. Figs. 40 and 51). 
Thus, when the uterus is turned backwards — retroverted — ^the fundus 
falls to the bottom of Douglas’ pouch, and so a retroflexion is produced 
in addition. 



Fig. 52. — Diagram representing a retroverted uterus, 


In rare cases, Jhe uterus may be retroverted alone without any 
acconjpanying retroflexion (v. Fig. 52). This is only possible under 
the foUowiryg conditions : — 

(1) If the fimdus is held by adhesions in such a manner as to prevent 
it fjom falling to the bottom of Douglas’ poifbh. 

(2) If the uterine tissue has become so rigid from disease that the 
isthmiis has lost its normal flexibihty. 

(3) If Douglas’ pouch is occupied by a tumour or other mass which 

prevfnts the retroflexion of the fundus. ** 

(if If the uterus is retroposed to such a degree that the body is 
supported by the sacrum. 

It may be taken as a general rule that, though a combined retro- 
version and flexion is apparently a greater degree of displacement 
than a retroversion alone, the latter in the ^maiority of cases is a 
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proof of the presence of a more marked degree of uterine or pelvic 
trouble than is the former. 

Mtiology . — The commonest cause, speaking in general terms, of com- 
bined retroversion and flexion is relaxation of the hgaments ^associated 
with increase in size of the uterine body. As a result of the increased 
size, the fundus tends to fall backwards when the bladder becomes 
distended, and as a result of the laxity of the ligaments, there is no 
opposing force to prevent it from doing so. Consequently, the body 
falls away from the bladder, and then the intra-abdominal pressure 
acts upon the anterior instead of the' posterior uterine wall, and so 
tends to drive the fundus to the bottom of Douglas* pouch. Such a 
sequence of events is especially liable to occur after labour, and we 
are strongly of opinion that the great majority of backward dis- 
placements, occurring in otherwise normal uteri, date from the 
puerperium. It is well to state clearly that displacements arc^ 
apparently just as liable to occur after a normal, as after an 
abnormal, puerperium, and that a prolonged period of rest in bed 
after labour does not prevent their occurrence. 

Rarer causes of backward displacement are the adhesions and bands 
which are the result of peritonitis and parametritis, the traction 
caused by enlargements of the adnexa, and the pressure exerted by 
neighbouring tumours. 

The specific causes of backward displacement of the uterus are 
the following : — 

(1) Chronic metritis. 

(2) Subinvolution. 

(3) Small tumours of the uterus. 

(4) Congenital laxity of the ligaments. 

(5) Congenital mal-development of the uterus. 

(6) Pelvic peritonitis. 

(7) The drawing forwards of the cervix by cicatricial bands, the 

result of anterior parametritis. ^ 

(8) Enlargements of the tubes or ovaries. ^ 

(9) Habitual over-distension of the bladder and rectum. 
Symptoms,-— The symptoms caused by backward displacemeri,ts of 

the uterus are in the main due to the endometritis by which the 
condition is almost invariably accompanied ; to pressure exerted by 
the retro-deviated uterus upon the sacral nerves, the rectum, the 
ovaries, and the tubes ; and, more rarely, to traction upon, or pressure 
against, the base of the bladder, and to ^n accompanying prolapse of 
"the ovaries. Frequently also oophoritis results, €iccompanied by the 
formation ol a cystic condition of the Graafian follicles. As a result, 
the patient suffers to a very variable extent from menorrhagia and, 
^casionally, metrorrhagia, leucorrhoeal discharges, dysmenorrhoea, 
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pain in the lumbar or ovarian region, perhaps constipation and rectal 
tenesmus, and, still more rarely, dysuria. If the ovaries are prolapsed 
below the uterus, dyspareunia may also result. Sterility, or, if the 
patient becomes preghant, abortion, is a common occurrence. 

Diagnosis , — The diagnosis of a retro-deviation of the uterus is made 
by means of a bimanual examination, carried out in the ordinary 
manner. If, owing to the excessive stoutness of the patient, the rigidity 
of the abdominal walls, or the presence of tumours, it is impossible to 
determine the position of the uterus in this manner, it may be necessary 
to resort to the uterine sound. Too much prominence has been given 
to the use of this instrument, both as a means of diagnosing and as 
a means of correcting displacements of the uterus. The sound should 
only be used for these purposes when the bimanual methods of examina- 
tion and of reposition have failed ; and it must not be used even then 
^ unless due precautions have been first taken to ensure that it will not 
• be a means of introducing septic matter into the uterus. In order 
to determine the position of the uterus by this means, the sound is 
passed gently into the cavity, allowing it to take its own course. The 
direction in which the point of the sound travels is noted, and also the 
direction in whidh the concavity of the sound looks when the latter 
is in the uterus. In this way we can determine, first, whether the 
fundus is in front of or behind the cervix, and, secondly, the direction 
of flexion of the uterine body. 

Treatment , — The treatment of chronic retro-deviations, as of descent 
of the uterus, falls under three heads : — 

(a) Prophylactic treatment. 

(b) Palliative treatment. 

(c) EaJical treatment. 

(a) Prophylactic Treatment. — It is only possible to carry, out the 
. prophylactic treatment of backward displacements on two occasions, 
because, so far as A^e know at present,*there is nothing at other times to 
indica^ the necessity for adopting such treatment. These occasions 
are after labour and after operations on the pelvic organs. It is a very 
proper and necessary precaution to examine a woman during the third 
or fQurth week after labour in every case, as backward displacements 
are so prone to occur then, even after a normal puerperium. Moreover, 
if the displacement is corrected, and is kept in position with a pessary for 
a few weeks, in the majority of cases the pessary can be then removed, 
and tl^e uterus will remain in its proper position. On the other hand, 
if tffe* displacement is allowed to continue, it will probably become 
chronic. The reasoti of this is obvious, iifter delivery all the uterine 
ligaments ai*e relaxed, and, during the puerperium, they nortnally return 
to their usual length. If the uterus falls back, they are at first too long 
to draw it back to its normal position, and subs^uently it is probable 



106 


DISEASES OF THE UTERUS. 


that they involute only sufficiently to suit the displaced uterus. Con- 
sequently, when the latter is brought forward after a long interval, 
and after involution is complete, the ligaments are then too long to keep 
it forward, and, involution being complete, it is too late for apy further 
shortening of them to occur. If, on the other hand, the uterus is 
brought forward while involution is still mifinished, the ligaments in 
all probability will return to their normal length. 

Again, after operations on the pelvic organs, it is well to perform a 
prophylactic ventral or vaginal suspension of the uterus, if the opera- 
tion was of such a nature as to predispose to subsequent falling back of 
the uterus. This is especially the case in operations on the appendages. 



(b) Palliative Treatment. — As a general nile, it is advisable to adopt 
either palliative or radical treatment in all cases in which a retro-devia- 
tion of the uterus is met* with. Even if the displacement is not the 
moment giving rise to any symptoms, it will most probably do so in 
the future, and, the longer it is allowed to persist, the more difi^cult will 
the necessary remedial treatm.ent become. Perhaps the only instance 
in which this rule does not hold good is when a backward displacement 
is met ^ith after the menopause, in association with a senfle and 
atrophic uterus. In carrying oilt either pallial^ivc or radical treat- 
inejit there are two objects to be aimed at : — the maintenance of 
the uterus in a normal position and the cure of the accompanying 
endometritis. 
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The palliative treatment of retro-deviations consists in replacing the 
uterus, in keeping it in position by means of a suitable pessary, and at 
the same time in treating the accompanying endometritis by local 
applications to the endometrium. It is most likely to yield good 
results when the displacement is due to subinvolution or endometritis, 
and when, by curing these conditions, we bring about a diminution 
in the size of the uterus. 

The reposition of the uterus is a proceeding which in the large 
majority of cases is quite simple, but which may be attended with any 
degree of difficulty or be impossible. Difficulties are caused by rigidity 



Fio. #4. — Second stage in the reposition of a backward displacement of the uterus. 

• 

or excessive fatness of the abdominal wall, by the presence of adhesions, 
by •the impaction of the uterus in the pelvic cavity, and by the pain to 
which attempts at reposition sometimes give rise. In such cases, it is 
usually necessary to give the patient an anaesthetic in order to replace 
the uterus satisfactorily. 

Reposition should whenever possible be carried out bimanually, and 
the use of the sound should be avoided unless an accurate diagnosis of 
the state of affaii^ present has been made. If there are adhesions 
holding down the uterus, or if for any reason the ut8rus does not 
respond readily to the pressure of the sound, the latter may easily be 
pushed through its walls. In many cases, we^can replace a uterus 
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bimanually which we could not replace with the sound, and perhaps 
the only instance in which we can succeed with the sound where 
the hands have failed is when the abdominal wall is very rigid or 
very fat.. 

The steps in the reposition of a uterus which is not bound down by 
adhesions will be most easily understood by reference to the accom- 
panying diagrams. With the patient in the dorsal position, the first step 
consists in introducing one finger of the right or left hand, as the operator 
chooses, into the vagina, the other hand lying on the abdominal wall. 



Fig. 55. — Third stage in the reposition of a backward displadfement of the uterus, 

as if a bimanual examination was being made (v. Fig. 2). ^ The fundus 
of the uterus is felt with the vaginal finger passed into the posterior 
fornix, and pressure is made upon it in such a direction as to cause ^t to 
rise upwards towards the pelvic brim {v. Fig. 53). This pressure is 
continued until the fundus is pushed up as far as the lengtl\ of the 
finger will allow (v. Fig. 54). Then the finger is moved from the 
posterior fornix to the anterior, and backward pressure is made^upon 
the cervi^. This pushes the cervix backwards beneath the fifiidus, 
and so enables us to push the latter higher out of the pelvis, by addiijg^ 
to the length of the vaginal finger the thickness of the cervix {v. Fig. 5S)» 
By this time, the fundus has been brought within the reach of the 
external hand — which to this has been doing nothing, and, by 
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depressing the abdominal wall below the umbilicus, we are enabled to 
get the fingers behind the fundus and to draw it forwards, while with 
the vaginal finger in the anterior fornix we continue to press the cervix 
backwards. Finally, we are able to palpate the body of the uterus 
through the anterior fornix and recognise the fact that it is lying in 
front (v. Fig. 56). If one finger is not long enough to replace the uterus, 
insert both index and middle fingers, as shown in the diagram, a pro- 
ceeding which adds on about half an inch to the upward reach of the 
fingers. 



Fig. 66. — Final dtcige in the reposition of% backward displacement of the uterus. 

. In most ^ases, reposition is greatly facilitated by using in addition 
to the fingers an American forceps. The anterior hp of the cervix is 
capght with this, and is drawn downwards.* The uterus follows, and, 
as it does so, it straightens out, while at the same time the fundus is 
brougjit within easy reach of the finger in the posterior fornix. The 
fundus is then pushed upwards and forwards with the finger, and the 
cer’sjx is carried upwards and backwards by pushing the forceps gently 
in%e same direction. Lastly, the fundus is drawn forwards with the 
fingers of the external hand. Another manoeu\ re by which reposition 
can be often facihtated consists in passing the middle finger into the 
rectum and the index finger into the vagina, and pushing up the fundus 
with the former finger. 
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When the fundus is bound down by adhesions radical treatment is 
always indicated. 

As soon as the uterus has been replaced, the next question is — ^What 
are the best means of keeping it in its proper position ? In the majority 
of cases a pessary of some kind — probably Smith-Hodge — will be found 
most suitable. If, however, there is any pelvic tenderness, or if the 
uterus is very soft and congested, there may be some difficulty in finding 
a pessary which will not cause pain. In such cases, it is best to attempt 
to keep the uterus in its position by means of vaginal tampons com- 
posed of cotton wool soaked in glycerine, or preferably ichthyol- 
glycerine, as the latter has more effect in relieving the congestion. 



Fig. 57. — Diagram representing a Smith -Hodge pessary in situ. 


These plugs should be changed, if ^possible every day, if not, at least 
every second day, and their use should be continued until congestion 
and tenderness have disappeared. A pessary may be then inserted. 

The same rules apply to the insertion of a pessary in cases of 
retro-deviations of the uterus as in cases of prolapse. The form 
of instrument wbich is usually found to be most suitable is a Hodge, 
or that modification of it known as Smith-Hodge. This pessary is 
usually made in vulcanite, but the celluloid form is preferable, as its 
shape\jan be more easily changed in order to adapt it to any particular 
case. Either of these pessaries keeps the uterus in a position of aiite- 
version by pushing up the posterior vaginal fornixj and so drawing 
the cervix fu]j)bher backwards. The uterus must be in its normal 
position before the pessary is inserted. The latter is then held in 
the fingers of the right hand, while the fingers of the left hand 
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separate the labia. It is pushed gently upwards through the vulva, 
its larger end first and its transverse diameter corresponding to the 
antero-posterior diameter of the vulva. As soon as, the larger end 
of the pessary has passed into the vagina, the index finger of the right 
hand is slipped up behind the pessary and by pressure on its upper 
end guides it over the cervix. At the same time, the whole pessary 
is gently rotated until its transverse diameter corresponds with the 
transverse diameter of the vagina, so that it now lies with its larger 
end in the posterior fornix, i.e., above and behind the cervix, and 
with its greater concavity forwards {v. Fig. 57). Care must be 
taken that the narrow end which is lowest does not press to an 
injurious extent upon the urethra. 

A pessary must not be left in the vagina for longer than two or at 
most three months, without removing it for cleansing purposes. If 
the vaginal discharge is purulent or very profuse, the patient should 
Sse a vaginal douche daily, or every second day, but in such cases 
pessary treatment is really contra-indicated. Occasionally, a solid 
vulcanite ring pessary, or that form known as Thomas’ pessary {v. 
Fig. 48, B, c), will be found more suitable than the Smith-Hodge. 

(c) Radical Treatment. — The radical treatment of backward dis- 
placement consists in the adoption of such operative measures as will 
fix the uterus in a position of anteversion, or anteversion and ante- 
flexion. Many different operations have been devised for this purpose, 
and we must refer to the most important of these. Such operations 
may be classified as follows : — 

(1) Operations which directly suture the body of the uterus in 

a forward position, either to the abdominal or the vaginal 
wall. ^ 

(2) Operations which draw the body of the uterus forward by 

, shortening the round ligaments. 

(1) In the first group come the operations which are known as 
hysteropexies, and these may be carried out by the abdominal or 
by the vagina^ route. Vaginal hysteropexy consists in suturing the 
uterus to the anterior vaginal wall after first separating the bladder 
and pushing it upwards out of the way. Vdhtral hysteropexy con- 
sists in opening the abdomen in the middle line and suturing the 
uterus, either to the abdominal fascia or recti muscles (ventral 
fixation), or to the abdominal peritoneum (ventral suspension). 

The objections urged against both these operations are that they 
bring the uterus from one malposition into another, i.e., from a position 
of retroflexion into alposition of excessive anteflexion in the case of 
vaginal fixation, or into a position of ascent and anteposiiion in the 
case of ventral fixation ; that they fix the uterus in a single position^ 
whereas the normal condition of the uterus is one of great freedom of 
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movement ; and that this obstacle to free movement inay interfere 
with the proper development of the uterus and the progress of parturi- 
tion if the patient should become pregnant. 

These objections undoubtedly apply to all fixation operations, but 
they do not apply to suspension operations, and for this reason a clear 
distinction must be drawn between the two. The object of a fixation 
operation is to obtain a firm and comparatively unyielding union 
between the uterus and either the vaginal or the abdominal wall, as the 
case may be. The object of a suspension operation is to create an 
elastic and comparatively weak union betw'een the uterus and the 



Fig. 58. — Retroposition of the uterus due to the presence of a distended 
bladder and an abdominal tumour. 

peritoneum. This union gradually becomes drawn out into an artificial 
ligament, which, by its length, permits the fundus to have a slight, but 
sufficient, range of antero-josterior movement. If pregnancy occurs, 
and the uterus rises out of the pelvis, it is probable that in all cases the 
union ruptures. 

Fixation operations are only permissible when the patient is past 
the child-bearing period, and then they are of considerable value in 
bringing about a radical cifre in cases of prolapse Associated with back- 
ward displacement. Suspension operations are not associated with any 
ill consequences during pregnancy, and hence are always permissible. 

(2) The operations in the second group are directed towards the 
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shortening of the round ligaments or to the suspension of the uterus by 
them. 

To shorten the round ligaments they are exposed at the external 
abdominal ring; the distal portion is then drawn out as far as 
possible and cut away, the end of the remaining portion being 
sutured to the walls of the ring. 

Suspension of the uterus by the round ligaments can be effected 
by drawing a loop of ligament outwards through the abdominal 
peritoneum and the rectus muscle or fascia, and then suturing it to 



Fig. 59. -Pathological antovcrsioii of th# uterus due to dragging backwards 
of the entire cervix. 


a loop of the opposite ligament which has been brought out at 
a corresponding point at the opposite fSde of the abdominal 
incision. 

Retroposition. — Retropositioii of the uterus is the result of tumours 
so situated in front of the uterus as to drive the latter backwards 
{v, FT^. 58), and of adhesions or cicatricial contractions of the posterior 
ligaments pulling it l)ack. 

TreaUnent . — Retroposition of the uterus, when due to the pressure 
of tumours, etc., can only be cured by the removal of the latter. 
When due to adhesions or to shortening of the utero-sacral ligaments, 
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it may be relieved by the stretching of such adhesions, but in many 
cases abdominal section, and separation of the adhesions, will be neces- 
sary. This class of case will be more suitably discussed under the head 
of pelvic peritonitis. 


Forward Displacements. 

Forward displacements of the uterus include some degrees of ante- 
flexion and anteversion, and anteposition. A marked degree of ante- 
version of the uterus and a slight degree of anteflexion are, of course, 
the normal position. 

Anteversion and Flexion. — There is considerable difficulty in 
deciding where to draw the line between the normal anteversion and 
anteflexion of the uterus and what is known as pathological ante- 
version and anteflexion. Schultze suggested that “ anteversioi/ 
and anteflexion are pathological when they are stable, that is 
when the normal movements of the uterus out of these positions are 
impeded.” Bearing this in mind, the following may be given as suit- 
able definitions : — 

Pathological anteversion is that position of the uterus in which the 
axes of the cervix and of the fundus coincide, the fundus being in front, 
and in which the normal flexibility of the uterine isthmus is impaired 
or destroyed (v. Fig. 59). 

Pathological anteflexion is that position of the uterus in which the 
body is bent markedly forwards, so that the fundus approaches the 
anterior surface of the cervix, and in which the normal flexibility of the 
uterine isthmus is impaired or destroyed {v. Fig. 60). 

Pathological anteversion is not a condition of very much import- 
ance. It may be caused by the excessive uterine rigidity which 
results from metritis, by a shortening of the utoro-sacral ligaments 
dragging the entire cervix backwards, and by small tumours situated 
at the fundus. The symptoms which are associated with it are 
generally referable to tlje cause of the condition more than to the con- 
dition itself, ix., to the metritis or pelvic peritonitis, as the case may be. 
Occasionally, a marked degree of anteversion may cause irritability of 
the bladder. The treatment of anteversion is directed tovjards the 
cure or relief of its cause. 

Pathological anteflexion is a condition of more importance, 
and is often found in asfiociation with retropogition of the uterus, 
with steuosis of the cervical canal, and with conical elongation of the 
cervix. 

JEfiology . — Pathological anjjeflexion of the uterus may occur as a. 
result of : — . - , * 
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(1) Shortening of the utero-sacral ligaments, or the formation of 

retro-uterine adhesions, either with or without tubsll infec- 
tion, which drag the isthmus backwards while leaving the 
•fundus free. These cases are associated with retroposition 
and retroversion of the uterus. 

(2) Persistence of the infantile type of uterus. These cases are 

associated with conical elongation of the cervix and stenosis 
of the cervical canal, and are probably due to partial failure 
of development of the anterior uterine wall. 



• Fig. 60 . — Diagram representing acute anteflexion of the uterus. There is 
, ^also some degree of rdtroposition. 

(3) Paginal fixation of the uterus. These cases rarely, if ever, give 
rise^o any symptoms. 

Symjptoms , — The symptoms of anteflexion, as^ rule, are due to : 

(P) The acute bend which is found at the junction of the body 
and cervix. 

(2) The accompanying stenosis of the cervical canal. 

(3) The accompanying endometritis. 

Thejiost prominent symptoms are dysmenorrhoea, sterility, and 
variable menstrual troubles. The direct cause of the first two is still a 
matter of some dispute. The pain comes on a day or so before the 
menstrual discharge, usually ceases on the appearance of the latter, 
and is severe and paroxysmal in character. Its origin has been attri- 
buted variously to the irritation and compresSoli of t^je uterine 
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nerves caused by the menstrual congestion of the uterus, and to the 
uterine* contractions set up by the retention of menstrual discharge 
owing to the obstruction caused by the flexion and the stenosis of 
the cervical canal. In the latter connection, it may be «nentioned 
that the expulsion of clots from the uterus is found to be attended by 
the relief of the pain, and any cessation in their expulsion by its return. 

Sterility is caused, in all probability, by the endometritis which is 
usually present. It is also suggested that the flexion and the stenosis 
may prevent the entrance of spermatozoa, but, when the minute 
size of these is taken into account, this does not appear vei^^ probable. 
In some cases, sterility is due to the non-development of the uterus or 
ovaries, and, in quite a number of cases, it is due to an associated 
pelvic peritonitis and perhaps salpingitis. 

Menstrual troubles are the result of the accompanying endometritis, 
and vary in different cases. Usually, menstruation is scanty, but, o^ 
the other hand, it may be profuse, and occasionally there may be 
metrorrhagia. 

On examination of the patient, the uterus is usually found to be 
small and somewhat retroposed, with a knob-like prominence in front, 
formed by the body. The cervix is often elongated and conical, and 
the external os may be so small that it cannot be felt. If we attempt 
to pass a sound, the latter is stopped by the stenosed internal os. 
Sometimes it cannot be passed into the uterus, but this can generally 
be done if the bend of the sound is increased. 

Treatment . — The usual treatment of these cases is directed towards 
removing, as far as possible, the stenosis of the cervix and the obstruc- 
tion caused by the acute bend, and to curing the /^,ndometritis. The 
treatment is thus the same as that described in the case of stenosis of 
the cervix, viz., dilatation or some form of posterior division and 
curetting. The occurrence of j^regnancy cures the condition. If there 
are adhesions dragging the uterus backwards, ^he abdomen should 
be opened, the adhesions separated, and a ventral suspencion per- 
formed. Further, if the history of the case suggests the possibility of 
pelvic adhesions, and if other treatment has been tried without avail, 
then an exploratory laparotomy is indicated. • 

Anteposition. — ^Anteposition of the uterus is that condition in 
wiiich the uterus as a whole is displaced in a forward direction. 

It is usually caused by tumours, or accumulations of bloodj^)U8, or* 
adherent intestines in Douglas’ pouch (ti Fig. (\1). More rarely, it is 
caused b)^ cicatricial contractions—the remain^ of an anterior para- 
metritis-dragging the uterus forwards towards the symphysis. The 
symptoms which arise from anteposition of the uterus are due to the 
cause of the displacement rather than to the displacement itself. If 
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the latter is due to tumours or other enlargements, the treatment suit- 
able to them should be adopted if to old parametritis, attempts must 
be made4o bring about absorption of the exudate. 

Lateral Displacements. 

Lateral displacements of the uterus include dextro- and sinistro- 
version and -flexion, and dextro- and sinistro-position. The meaning 
of these terms has been already explained. 



I 

Fig. 61. — Anteposition of the uterus due to the presence of a tumour in 
• Douglas’ poucli. 

Mtiology, — Dextro- and sinistro-version and -flexion are most fre- 
quently* caused by contraction of one broad ligament occurring as a 
result of parametritis, and by the adhesions formed in the course of 
an attack of pelvic peritonitis. Occasionally ,Hhese displacements are 
due ^o the pressure of tumours. >The side to which the uterus is 
deflected depends upon the part of the broad ligament which has become 
shortened. If the contraction takes place at the top of the ligament, 
then the body of the uterus is displaced to the same side as the cto- 
tractwfi. If the .contraction takes place about the level of the os 
internum, then the efrvix is dragged to thal; side, while flexion of the 
body occurs in the opposite direction {v. Fig. 62). • 

Dextro- and sinistro-jpositims of the uterus are produced by very 
much the same causes as are the foregoing displacements, that is to 
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say, tumours and other enlargements, particularly when they occur 
between the layers of the broad ligament, contractions of the broad 
ligament, and peritoneal adhesions. A unilateral parametric exudate 
is a common cause, and will tend to push the uterus towards the oppo- 
site side of the pelvis. When the exudate has undergone' a^bsorption, 
and is represented by a contracted ligament, the latter will pull the 
uterus towards the same side of the pelvis. In such cases, dextro- 
position of the uterus is frequently associated with sinistroflexion, or 
nee versd {v. Fig. 62). 

Treatment — The treatment of these cases is determined by the cause. 



Fig. t)2. — Diagram representing some lateral deviations of the uterus. A. Uterus in 
extreme dextroposition, the result of the pressure of an exudate, C, in the left 
broad ligament. B. The same uterus in a position of sinistro version, dextro- 
flexion, and sinistroposition as a result of the absorption of the exudate and th^ 
consequent cicatricial contraction* of the ligament. , 


Displacements, which are due to the presence of a tumourf’will be 
corrected by the removal of the tumour. The treatment of cases due 
to inflammatory changes will be discussed under the head of pelvic 
peritonitis. * . 

Torsion. 

Torsion of the uterus consists* in a rotation of the uterus as a whole 
on its axis away from the median plane, either towards theiight — 
dextrotorsion, or the left-^sinistrotorsion. The (lormal position of the 
uterus is ope of slight dextrotorsion. A pathological degree of torsion 
ie most frequently associated with an unequal degree of contraction or 
relaxation of the utero-sacral ligaments, such as occurs in posterior 
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parametritis or peritonitis. Torsion to a more marked extent may 
occur in connection with the twisting of the pedicle of an ovarian cyst, 
or of a pedunculated sub-peritoneal myoma, and, further, a uterus 
enlarged by an interstitial myoma growing in its upper part may 
rotate on its own elongated cervix. 

The diagnosis of a pathological degree of torsion is made by careful 
bimanual examination. The treatment, if any is required, is that of 
the pathological condition to which the torsion is due. 


Inversion. 

When the form of the uterus is altered in such a manner that the 
inner surface of the organ is turned outwards, and the outer surface 
inwards, the uterus is said to be inverted. This form of uterine 
displacement is exceedingly rare, and is apparently becoming rarer 
^every day — a fact probably due to the more frequent early cure of 
those conditions, e.g., submucous myomata, which predispose to the 
occurrence of chronic inversion, and, in the case of acute inversion, to 
tlie better management of the third stage of labour. 

Degrees. — There are three degrees of inversion, as follows : — 

(1 ) A first degree, in which the inverted fundus lies at or above the os 
externum. This degree, wliich is the initial stage of all inversions, is 
rarely if ever permanent, as it tends either to become reduced, or else 
to continue and to pass into one of the succeeding degrees. 

(2) A second degree, in wliich the fundus has descended lower, and in 
which more or less of the inverted uterus lies below the external os. 
It is the degree of chronic inversion usually met. 

(3) A third dd^ree, in which the entire uterus, including the cervix, 
has become inverted [v. Fig. 63). 

Varieties . — Tw^o varieties of inversion are met with : — ■ 

I. Acute inversion. 

II. Chronic inversion. 

I. Acute* In VERSION. — Acute inversion is, strictly speaking, an 
obstetrical condition, but it is advisable to %ay a few words about it 
here. An inversion of the uterus is termed acute when it occurs imme- 
diately after confinement. It is said to be the more common variety 
of inversion, although it is one of the rarest of obstetrical com- 
plications. 

jSiiology. — Three conditions must be associated in order to permit 
the occurrence of Jeither the second or third degree of inversion : — 
enlargement of the cavity of the uterus ; relaxation of part of its 
wall ; and a cervix which is sufficiently dilated, or capable of being 
sufficiently dilated, to allow the pass^lge of the body of the uterus. 
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All these conditions are fulfilled after delivery tvhen the uterus does 
not contract well. With these conditions present, if the intra-uterine 
pressure becomes less than the intra-abdominal pressure the fundus 
dimples in, and, if this relationship between the two pressures con- 
tinues, inversion goes on until it becomes complete. Accordingly, any 
factor which brings about this relationship between the two pressures 
may be regarded as the exciting cause of the inversion. The principal 
of these factors are : — 

(1) Dragging upon the placental site — ^in the case of a fundal inser- 
tion of the placenta — by pulling upon the cord while the placenta is 
still adherent. 

(2) Violent straining associated with sudden emptying o£ the 
uterus, as : — precipitate labour ; or severe straining and pressure, 
during the removal of the placenta, while the uterus is in a relaxed 
condition. 

Symptoms , — The occurrence of acute inversion is usually marked hjf 
the collapse of the patient, a collapse which may come on immediately 
after inversion occurs, or, more rarely, a few hours later. If the 
placenta has been separated in part or altogether, there will also be 
severe haemorrhage. 

Diagnosis . — If the hand is placed upon the abdominal wall, the 
absence of the fundus of the uterus from its usual position will be 
readily determined. If a careful bimanual examination is made, it 
may be possible to determine the existence of a cup-shaped depression 
corresponding more or less exactly to the former position of the cervical 
canal. At the same time, the vagina is found to be occupied by a 
globular tumour to which the placenta may or may not be attached, or 
in extreme cases the vagina may be also partially or completely 
inverted, and so the inverted uterus lie in part or altogether outside 
the vulva. The diagnosis is then at once obvious. If the inversion is ^ 
only partial, the fundus of the tterus will be felt ^with a cup-shaped 
depression in its centre. 

Treatment . — The treatment consists in the detachinent of the 
placenta, the replacement of the uterus, and the adoption of measures 
calculated to keep it in itfi normal position. 

There is notliing special to be said with regard to the removal of the 
-placenta, it is carried out in the ordinary manner, the greatest care 
being taken to ensure asepsis. The replacement of the uterus is usually 
not *a very difficult matter. The uterus is grasped in the hand, and 
pushed gently upwards, trying to return first the part*that came^wn 
last. If the size of the uterlls prevents its reducticfu, it is possible that 
the proceedii^-g would be facihtated by the application of adrenalin, 
in^ order to cause a temporary partial anaemia, and so a temporary 
reduction in the size of the uterus. At any rate, adrenahn might be 
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tried, as, if used in a sterile solution, it could cause no harm and might 
prove of -value. 

As soon as the uterus has been replaced, it is douched thoroughly, 
and plugged firmly with iodoform gauze with the object of preventing 
the recurrence of the displacement. 

Prognosis . — An acute inversion, if left untreated, is frequently fatal. 
If the patient survives, it passes into the chronic condition. If the 
condition is recognised, and treated before the patient has lost an 



• Fig. 63. — Com])lcte inversion of the uterus. 

excesj^ive quantity of blood, and before the uterine cavity has become 
infected, the prognosis is fairly good. 

II. Chronic Inversion. — Chronic inversion is the term applied to 
an acute inversion which has not been reduced, and which the patient 
has siB^^ived, and* also to an inversion which arises slowly in a non- 
parturient uterus. • _ 

Mtiology , — As has just been mentioned, a chronic inversk>n may be 
the result of the acute variety. Such a cause is however rare, as, if 
ah acute inversion is not treated, the 'patient generally dies. The 
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common cause of chronic inversion is a sessile or polypoid myoma in 
the uterine cavity, which drags down the fundus after it as it is expelled 
from the uterus. 

Symptoms , — The symptoms are recurrent haemorrhages more or less 



Fig. 64.— Chronic inversion of the uterus and the vagina. U. ^.V. Anterior 

vaginal wall. (From a photograph lent by Dr. Arthur HolmesJ 

profuse in amount, sacral pain, a feeling of weight in the pelvis and an 
inclination to strain, and, if the tumour or the uterine wall sl&ftghs, a 
profuse and foetid discharge. In some cases, ^lescent of the uterus 
accompanies the inversion, and then a tumour will be found outside 
Ihe vagina (v. Fig. 64) ; if there is no descent, the tumour will occupy 
the vagina {v. Fig. 63). ' ^ ' 
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Diagnosis , — The diagnosis of inversion will be readily made by a 
bimanual examination. A tumour will be found in the vagina, and the 
body of the uterus will have disappeared from its usual position. If 
the patient is not too stout, a cup-shaped depression, as in the acute 
form, will be felt just above the roof of the vagina, and the ovaries may 
be palpated at the edge of it. 

An inverted uterus has to be distinguished from a polypus projecting 
into the vagina from a normally situated uterus. The two conditions 
somewhat resemble one another, if only a cursory examination is made, 
but, if the case is carefully examined, no difficulty presents itself. The 
distinguishing points are ; — In the case of inversion, the body of the 
uterus is not found in its usual position, w hile in the case of a polypus 
it occupies its usual position. Again, in a polypus, the cervical ring can 
be felt surrounding the pedicle, and a sound passed through this ring 
by the side of the pedicle will pass upwards into the uterine cavity. In 


Fig. 6.J. 


Fig. ()I). 




Fig. 65. — Method A, of rcclucing a chronic in version of the uterus. (Schultze.) 
Fig. 66. — Method n, of reducing a chronic inversion of the uterus. {Schultze.) 


the case of an inverted uterus of the third degree, no such ring* will be 
found, and it will be impossible to pass a sound upwards beside the 
tumour. In the case of an inverted uterus of the second degree, a ring 
can be felt round the tumour, but the sound can only be passed upwards 
through it to a very slight extent. 

Treatment , — Chronic inversion of the uterus may be treated by the 
following methods : — * 

*(1) Gradual reduction of the inversion, after removal of any 
tumour present. / 

(2)* Rapid reduction of the inversion, after removal of any tumour 
present. 

Extirpation of the inverted uterus. 

(1) Gradual Redifctioii. — Gradual reduction of the uterus can be 
effected in many cases, after the removal of any tumouf present, by 
the prolonged use of some form of repositor, as Aveling’s or Tait’s, 
or by plugging the vagina with iodoform gauze in such a manner 
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as to cause an upward pressure on the inverted uterus. The gauze 
is changed daily until the inversion is reduced. Gradual reduction, 
however, has been given up to a large extent, and its place taken by 
some form of rapid reduction. 

(2) Eapid Reduction. — Rapid reduction is performed manually 
either without or with preliminary dilatation of the narrow isthmus of 
the inverted uterus. In all cases, an attempt should be first made to 
replace the uterus with the hand, as in the acute form. Two methods 
of doing this are shown in the accompanying diagrams {v. Figs. 65, 66). 
In method A, the part of the uterus which was inverted last is to be 
replaced first, and the fundus consequently is the la^t part reduced. 
As a result, at no time is more than one ring of uterine tissue passing 
through the obstructing isthmus. In method B, on the other hand, the 
fundus is first reduced, and, as a result, two rings of uterine tissue have 
to pass through the isthmus at the same time. 

If manual reduction fails, and the patient has not reached the^ 
menopause, and hence it is advisable to preserve the uterus if possible, 
various operative proceedings have been recommended with the object 
of directly dilating the constricting isthmus. The operation, which 
appears to be at once the safest and to offer the best chance of success, 
consists in making an opening from the vagina into Douglas^ pouch, 
then incising the constricting isthmus, and then reducing the body 
through the widened passage thus obtained, finally closing the incision 
in the isthmus by sutures. 

(3) Extirpation. — Extirpation of the inverted uterus, is the treat- 
ment indicated in the presence of a tumour which cannot be removed 
without permanently damaging the uterus, or which is found to be 
malignant. It is also indicated, in women who have J)assed the meno- 
pause, in preference to too violent attempts at reposition, and in 
young and middle-aged women in whom Klistner's operation has^ 
failed. It is usually carried oiit by the vaginal ^ route, unless the 
abdomen is already open for any other reason, or unless there is 
malignant disease present. 
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DISEASES OP THE UTERUS (continued). 


Traumata of the Uterus. Inflammatory Diseases of the Uterus — Corporeal Metritis : 
Acute : Chronic, Myometritis, Endometritis — Cervical Metritis : Acute, Chronic ; 
Tuberculosis of the Uterus; Varieties, Diagnosis, Treatment. Operations : 
Curetting — Amputation of the Cervix — Trachelorrhaphy. 


TEAUMATA OF THE UTERUS. 

Traumata of the uterus may occur during parturition. The 
commonest is laceration of the cervix, a condition which is associated^ 
with endometritis and endocervicitis. It will be discussed in the 
chapter on “ Traumata of the Genital Organs.’’ 

INFLAMMATORY DISEASES OF THE UTERUS. 

Inflammatory conditions of the uterus, and also certain conditions 
which in the present state of our knowledge it is convenient to classify 
as “ inflammatory,” are usually included under the one term metritis 
(fxiyrpa, the womb), or inflammation of the uterus. This may be sub- 


divided as follows 

- 



1 

' Corporeal 

^ Acute 

■j 

j Myometritis. 

{ Endometritis. 

1 

Metritis > 

1 

1 

! Cervical 

( Clironic 

1 Acute 
i Chronic 


CoRPOREAL Metritis. 

Corporeal metritis, thaf. is metritis of the body of the uterus, is met 
with in two varieties : — • 

I. Acute corporeal metritis. 

II. Chronic corporeal metritis. 

I. Acute Corporeal Metritis. — ^Acute corporeal metritis mj^ be 
subdivided into myometritis and endometritis — aegsording as it attacks 
the muscular wall or the endometrium — ^if it is thought well to do so. 
As, however, the two conditions probably always co-exist, such a 
course seems unnecessary. It. will accordingly be discussed under a 
single heading. 
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Mtiology . — Acute metritis is the result of infection of the uterus 
with pyogenic organisms. It occurs most frequently as the result 
of gonorrhoeal infection, or of septic infection occurring during 
or after parturition, or during operative interference with the uterine 
cavity. Acute metritis may also occur during the course of severe 
attacks of the eruptive fevers. 

Pathology , — ^The acute septic metritis, which occurs during the 
puerperium, is usually due to a virulent streptococcal or staphylococcal 
infection. It may start at any part of the inside of the uterus, and 
usually remains localised to the area first infected. The interior of the 




Fig. 68. — Uterus removed from a patient who died of acute streptococcal 
infection. 1. Left Fallopian tube. 2. Left ovary. 3. Os externum. 

* 4. Right ovary, o. Right Fallopij^n tube. (From the author’s 

“ Manual of MMwifery.”) 

• 

uterus is quit(^smooth, the wall as a whole is firm, and it is evident that 
there has been no marked destruction of tissue (p. Fig. 68). There is 
consequently no tissue which could be removed by the curette. 

Microscopic examination of the endometrium in these cases shows 
the nature of the changes which are present. There is superficially a 
thin layer of necrosed cells blended with fibrinous exudate, to which 
the unpatural smoothness is due. Immediately below this, in the 
deepeflayers of tBe endometrium, there is a^slight degree of leucocytic 
infiltration {v. Fig. oft), which, in amount, is in marked contrast with 
what we see in putrid endometritis. Both towards the suffac t* and in 
the leucocytic zone, cocci are present in Ipge numbers {v. Fig. 70), and 
they can be also found in the lymph channels which pass through the 
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muscular walls towards the peritoneal surface. The entire appearance 
points to an attack so rapid that the usual tissue resistance to bacterial 
invasion has not had time to occur. 

In cases of less virulent infection, the uterus is larg^^ its wall 
thickened, and its tissue friable. The surface shows more marked 
changes than in the acute septic variety, but .there is not as much 
destruction of tissue as in putrid endometritis. The exudate is 
purulent and often bloody, and consequently the lochia are increased in 
quantity. There are, in fact, the usual results of a severe catarrh with 



a purulent exudate. In some cases, the exudate contains a larger 
number of cells than does ordinary pus, and a distinct false membrane, 
lining some portion of the interior of the uterus, appears. To this 
condition the term “ diphtheritic endometritis ’’ was formerly applied, 
and it was described as a distinct variety. There is, how.ever, no 
justification for such a distinction, as a line cannot be drawn between . 
it and the other conditions described. • 

In many of the cases of this class, the colon bacillus is present* either 
^one, or niore commonly as one element of a mixed infection. When , 
it is present, the lochia are foul-smelling, and may be frothy owing to 
the* production of gas; putrefactive organisms are also frequently 
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present in the uterus. The toxins produced by them facilitate the 
advance of the parasitic organisms into the uterine walls, or, in 
other words, the presence of a decomposing fluid adds virulence to 
comparatively inactive pyogenic germs. 

""“Dccasionally, a very mild form of septic infection occurs without 
any general symptoms of importance. In such cases, the inflamma- 
tion is in the form of a slight catarrh, and in puerperal cases the lochia 



70. — Streptococcal endometritis, showing bacterial invasion of 
leucocytic wall, x 800. {Williams.) 

are at first diminished, but afterwards increased. This form may 
resullf from direct extension of a catarrh of the vagina. Some of 
these cases present a close resemblance to the diphtheritic form just 
mentioned. 

In most cases of endometritis of septic origin, an extension of the 
infectif^h into the muscular coat of the uterus occurs. Such a metritis 
is not aTseparate cpnc^tion, but is merely an* extension of the infective 
process already described. In some cases, however, a metritis of a 
different kind occurs. During their passage through the lymphatics of 
the uterine wall, bacteria mav become lodged at any point, and there 

s.Q. ” * “ a 
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give rise to isolated foci of inflammation, possibly resulting in abscess 
formation, either in the muscle, or, more frequently, between the muscle 
and the peritoneal covering. 

In acute gonorrhoeal infection , the changes present are ak|n to those 
met with in the milder forms of septic infection. 



Fig. 71. — Uterus removed from a patient who died of mixed septic and 
^ saprophytic infection. 

1, Fallopian tube ; 2, ovary ; 3, os externum ; 4, vagina. (From the author's 
“ Manual of Midwifery.”) 

Complications , — The great danger of acute metritis is that, of exten- 
sion of the infection beyond the uterus, either by travelling directly 
through the uterine wall to the parametrium or the peritoiBum, or 
along the tubes to the *^peritoneal cavity. iS the parametrium is 
infected, k cellulitis results, which may extend right round the uterus 
or may be limited to one or other side. In such cases a serous exudate 
is poured out into the parametric tissues, and this can be felt as a hard 
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mass in which the uterus is apparently embedded. In some cases the 
infection is gradually overcome and the exudate is absorbed, but in 
other cases an abscess forn^, which may burst into any of the 
neighbouring viscera, into the peritoneal cavity, into the vagina, or 
externally. 

If the tubes are infected a septic salpingitis results, and in many 
cases the infection extends oiiwards into the peritoneal cavity. Here, 
as a rule, an adhesive peritonitis glues the pelvic peritoneum together, 
and prevents the extension of infection beyond the pelvic cavity. 
This is the most frequent termination of such cases, and is the cause 
of subseque nt adherent retro-deviations, fixe d ovari es, an d py osal pinx. 
If, however, the virulence of the infecting organism is considerable, 
extension may occur before adhesions have time to form, and a general 
septic peritonitis results. 

Another and a most serious consequence, which may follow septic 
eftdomet ritis, is the formation of septic thrombi in the uterine sinuses. 
If this occurs, the thrombus may break down, and the particles be set 
free in the blood-stream and carried to other parts of the body, or the 
thrombosis may extend outwards into the uterine or ovarian veins, and 
thence into the internal iliac veins or even into the inferior vena cava. 
In su ch cases a general pyaemic infection will result. Another still 
more seriouF consequence is the extension of infection along the 
T/mphatrcs, giving rise to acute lymphatic sepsis. 

Symptoms’— The uterus is slightly enlarged, and is very tender. A 
more or less profuse purulent discharge escapes from the cervix, save 
in cases of streptococcal puerperal infection, when there is often a 
cessation of all discharge. The temperature is high, reaching from 
103^ F. to 105° F, The pulse is very rapid, and may range from 120 
to 140. There are the general symptoms of septic absorption, or of 
actual acute sepsis. The patient may complain of intense pain over 
the uterus, and, if the infection extends beyond the uterus, there are 
the symptoms of peritonitis. 

The extensioQ of the infection beyond the uterus into the tubes, the 
purametrium, or the general peritoneal cavity is shown by the occur- 
rence pf intense pain over the lower part bf tLe abdomen, and by a 
further rise in the temperature and pulse-rate. The severity of the 
pain is proportionate to the formation of adhesions, and in those cases 
in which rfi general infection of the peritoneal cavity occurs, pain may 
be almost or entirely absent. Its occurrence, therefore, is a favourable 
sign, as showing the limitation of the infection. The occurrence of 
rigors usually points td the presence of thrombosis either in the uterine 
sinuses or the pelvic veins, and to the passage of infected emboli from 
these thrombi into the general circulation.. The presence of inflamma- 
tory exudates, or of collections of pus in the tubes or.pelvic cavity, can 

• ff — 2 
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be determined by bimanual examination, and by palpation of the 
lower part of the abdomen, and the presence of pelvic thrombosis can 
also be similarly detected in favourable cases. 

Treatment . — The correct treatment of local septic infecjtion of the 
genital tract after delivery is still the subject of discussion. In 
deciding upon the course to adopt we should be guided by the 
condition of the interior of the uterus. If the endometrium is 
shaggy, and small portions of retained placenta, membranes, and 
decidua are adherent to it, they should be gently removed with 
the finger or vrith a blunt curette, and the uterus then plugged 
with iodoform gauze. This plug must be removed at the end of 
twelve hours, and, if necessary, a fresh one inserted after douching 
out the cavity. If, on the other hand, the inside of the uterus is 
quite smooth, a condition which is found in the most acute forms of 
streptococcal infection, curetting is contra-indicated, and the douche 
and the plug are probably useless. In these, and indeed in all form^ of 
local septic infection of the uterus, we should be inclined to inject 
repeatedly a strong solution of formalin (from twenty to forty per cent.; 
into the uterine cavity. The formalin should be quickly injected in 
sufiicient quantity to ensure its reaching the entire surface of the 
endometrium, i.e., from two to four drachms, and washed out after 
fifteen to thirty seconds have elapsed. The penetrating power of 
formalin is considerable, and our experience of its use in non-puerperal 
cases leads us to believe that, injected in the manner we have described, 
it would not produce any harmful effect upon the patient, and would 
exert a deterrent effect on the development of the invading micro- 
organism. 

In some cases hysterectomy may be of use, but it is necessarily a 
very serious operation when performed on a septic patient, ^here 
there is septic thrombosis of the pelvic veins, their excision or ligature 
has often been successful in chring the pyseniia. • Naturally the larger 
the veins, or the greater the number of veins involved, the mqre serious 
is the operation, and consequently the prognosis. Thus, while cases of 
septic thrombosis of one ovaria n vei n can_ usualTy^^^^ 
treatedrcases of thrombosis of botCinternai iliacs are almost hopeless. 

' If general septic peritonitis occurs, the only treatment of any avail is 
the immediate opening of the abdomen and the flushing .out of the 
peritoneal cavity with normal saline solution, followed byjree drainage 
through the abdominal wall and through the vagina. 

The constitutional tr^tment of local septic mfe6tion consists in the 
maintenance of the patient’s strength in ev^y 'way possible, with 
the help in some cases of such drugs as iron, strychnine, and 
digitalis when the condition of the heart necessitates its use. . 
The administration of ergot is also indicated, with the object of 
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promoting uterine contraction, and so lessening the absorption of 
toxins from the uterus. Regular action of the bowels must be secured. 
If pain is a prominent symptom, hot stupes should be applied to the 
hypogastrium, and hot vaginal douches given. In these cases the 
use of suitable vaccines, either alone or in combination with sera, is 
most important. The method of administering them, which has been 
adopted in the Rotunda Hospital, is as follows ; — In the great majority 
of cases bacteriological examination of the fluid removed from an 
infected uterus shows the infecting organism to be either Streptococcus 
pyogenes or Staphylococcus aureus, though occasionally other pyogenic 
organisms may be found. As soon as the diagnosis is made, one 
should administer a stock vaccine of the organism found, obtained 
from a trustworthy maker of such vaccines. In streptococcal infec- 
tions a suitable initial dose is 5,000,000 cocci, in staphylococcal infec- 
tions 25,000,000. These inoculations are repeated every second 
of third day, until recovery results. If the doses given appear to 
produce some, but an insufficient, reaction, they may be doubled 
or increased still further. In streptococcal infection the effect of 
the vaccine may be increased by the simultaneous use of anti- 
streptococcic serum. 

It not infrequently happens that the administration of a stock 
vaccine produces insufiicient results. It is then necessary to employ 
an autogenous vaccine, i.e., one made from the organism isolated 
from the patient herself. It is therefore wise in every case to try to 
obtain as quickly as possible a pure culture from the uterine lochia, 
from which a vaccine can be made when necessary. 

Vaccines are giv^n by hypodermic or intra-muscular injection. The 
back of the fore or upper arm may be chosen, and strict aseptic precau- 
tions must be observed. 

" The use of alcohol in septic infection has been abandoned, except in 
small quantities when a cardiac stimulant is required. Strychnine 
may als»be given, either hypodermically or by the mouth, with a similar 
object. •• 

Extreme elevation of temperature must be treated by sponging with 
cold Of iced water. Chemical antipyretics are, as a rule, harmful. Good 
results have been obtained by the injection of normal saline solution 
either into the rectum, the sub-mammary tissue, or the veins. In the 
case of the J^st two methods from one to three pints may be injected 
at the time, and the injection repeated at intervals of twelve hours. 
Where the saline is injected into the rectuca it must' be given very 
slowly, at the rate* of horn half to one pint in the hour, and continued 
as long as the rectum tolerates it. 

In acute gonorrhoeal metritis, if the infection is limited to the cervix, 
the latter should be well wiped out with small pieces of cotton wool 
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twisted round the end of a probe, and then treated wit*ue or other 
of the different antiseptics which are known to exercise a germicidal 
effect on the gonococcus. Perhaps the best of these is'^prptargol, used 
in a two to five per cent, solution. It may be applied at intervals to 
the cervical canal through a speculum, or, as suggested by Reed, the 
cervical canal may be plugged with a small piece of gauze soaked in 
the protargol solution. If the uterine cavity is also infected, it may 
be plugged with a similar piece of gauze. As protargol has a powerful 
bactericidal effect on the gonococcus, the danger of causing an extension 
of the infection need not be feared, as any micro-organisms coming 
into contact with the protargol will be killed. The gauze should be 
changed every forty-eight hours. When the acute stage of the infec- 
tion has passed off, the infected mucous membrane should be removed 
with the curette, and the cavity again treated with protargol. In 
metritis, the result of acute infective fevers, treatment as a rule is 
not indicated during the acute stage. Later, if the condition becomes 
chronic, it should be treated by curetting, etc. 


il. Chronic Corporeal Metritis.— Chronic corporeal metritis must 
be subdivided into two forms according to the part of the uterine body 
it attacks : — 

(a) Chronic myometritis. 

(b) Chronic endometritis. 

Chronic Myometritis. — Chronic myometritis is the term applied to 
chronic metritis involving the muscular coat of the uterus, as opposed 
to chronic metritis involving the endometrium. Myometritis is so 
closely connected with endometritis that it is doubtful whether it 
should be classified as a separate condition. Endometritis may 
occur without any obvious accompanying myometritis, but the only 
cases in which myometritis occurs without an antecedent endometritis 
are in the rare instances in ^hich it results from the extension of 
neighbouring extra-uterine inflammation. On account of the extremely 
intimate connection between the endometrium and thecmuscular coat 
of the uterus, infection of the former is almost certain to extend into 
the latter. If the extension is slight, it is masked by the symptoms 
of the accompanying endometrit.s, but if it is considerable, the 
existence of myometritis as a distinct condition can be determined. 

Mtidogy , — Chronic myometritis occurs mo§t frequently jis the result 
of the e^ ension o f chronic endomet r^i8,^ndj(jaff e^r^^^^ pf 

parametritis, and consequently their causation is alike. It is also 
"‘regularly found as a cause, or as a consequencfe, o f subinvolution of 
the uterus after delivery, 

Pathology . — ^The pathologcal changes in chronic myometritis 
fallowing chronic endometritis are not well marked. They may be 




The different epith^a met with in the uterua. Above, epithelium of 
body. 3el€>w, Epithelium of vaginal portion of cervix. On the 
right,. epithelium of cervix. X 140- (Jolly). • 
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summarised as follows The uterus is considerably enlarged, and 
this increase affects all its diameters. There is a considerable genera l 
hypertrophy of the musciilar and connective ti ssu e ele ments of the 
wall, the ponnective tissue bei ng increased slightly more in pr oportion 
than is the m uscle,.. The endometrium is almost invariably increased 
in thick ness, exhibits various changes in the g lands. 



Fig. 72. — Partial resection of the uterus. A wedge-shaped piece, a, has 
been cut out of the body of the uterus, th% walls of which are then 
• approximated by suture. 


Symptoms , — The uterus is enlarged, and tender to the touch. In 
the early stages its normal elasticity is still present, but later it becomes 
firm and rigid. It is frequently retroverted, and, if it is anteverted, the 
normil anteflexion is absent, a condition which is due to its increased 
rigidity. The ^bjfctive symptoms are 1?hose of the accompanying 
endometritis, — sacral pain, weight and tenderness in the pelvis, and 
varioua menstim l Of the last, menorrha^ is the most 

common, and more^arely metrorrhagia also occurs, while dysmenor- 
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rhoea occurs in about a third of the cases. It sometimes happens 
that the amount of blood lost during the periods is so excessive as to 
cause actual danger to the life of the patient. The uterus is much 
enlarged, and, if it is in a position of anteversion, there' may be 
irritability of the bladder owing to the pressure of the heavy fundus. 

Treatment — The treatment of chronic myometritis is in the main 
^he treatment of the endo-, peri-, or parametritis which causes it, and 



Fig. 73. — Diagram of the structure of the normal endometrium at right 
angles to the surface. Slightly enlarged. {Wyder.) 

C ' 

this will be„ described in due course. If the uterus is much enlarged, 
involution may be hastened by the amputation or by the excisi(^ of 
a wedge-shaped portion of the cervix. If hsemorrhage is a constant 
symptom, and cannot be checked by curetting, more radical ipeasures 
must be adopted. In such cases, hysterectomy is the usual and, we 
think, the most satisfactory treatment. As an alternative, t]ie re- 
section of a large part of the central portion of the uterus^ with 
,, the object of reducing the size of the cavity, h&,s been successfully 
practised. ' ^ ^ 

Chronic Endometritis. — Chromic endometritis {hbov, within ; 
is the term apphed, tp corporeal metritis when it attacks the endo- 
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Fig. 74. — Glandular endometritis. The glands are much dilated, the 
epithelium remaining normal. X 80. {Wigham.) 



Big. 75. — Glandular endometritis. The glands are much hypertrophied, 
imowing great increase of epithelium which forms tufts protruding 
^ into the glands. There is little interstitial tissue, x 80. {Wigham.) 

metrium. It is One^f the most common, or perhaps the most common, 
of gynaecological diseases, and it is so closely connect^ with many 
other of these diseases that in treating them measures must also be 
taken for its cure. 
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^tiohgy.—The causes of chronic endometritis are^liy no means 
as definitely ascertained as they ought to be, and even when we 
discover a cause, the manner in which it brings about its effect is 
uncertain. Some write rs attrib ute a ll forms of chronic as well as 
of acute endometritis to bacterial action. This is a difficult point 
to prove, as, in many cases, it is impossible to trace any connection 
between the onset of the endometritis and the occurrence of 
bacterial invasion. Also, in the greater number of cases of d^onic 
endometritis, it is impossible to demonstrate the presence of any 
micro-organism. On the other hand, there is good reason to believe 
that bacteria may lie in a quiescent condition in some part of the genital 
tract, waiting for favourable circun^tances which will permit their 
development. And, furthermore, it is quite possible that a bacterial 
invasion of the uterus may take place, and set up a metritis, and that 
later the invading bacterium may disappear, leaving behind it the 
effects of its visit. 


Jfeither the result s of pa^ological researchj. n or the preventiv e or^ 
remedial tr eatment of endometritis^ fully justify the hypothesis tha^ 
all cases of s o-called endometritis _are due to a bacterial i^ection. 
Trathologicd investigationTasTfailed in many cases to decide whether 
the presence of bacteria was the result or the cause of the endometritis ; 
as yet we have found it impossible by any methods for the mere preven- 
tion of bacterial infection to ward off attacks of endometritis ; and, in 
treatment, the best results have followed from dealing not only with 
the bacterial infection but also with the conditions which produce 
mechanical congestion of the uterus. It is possible that in the future, 
as our knowledge increases, we shall be able to establish on a surer basis 
the bacterial theory, but at present, for practical purposes, we must 
assume that endometritis is due to the co-operation of two causes, — 
bacterial invasion, and congestio n of the ute rus i— 

, (1) Bacterial Invasion. — Gofiorrhoeal, tuberculous, septic, sapro- 
phytic, diphtheritic, and syphilitic infection, infectjon by 
fungi, and infection by amoebae. 

(2) Congestion of the Uterus . — Uterine displacements, malforma- 
tions, tumours, and traumata ; subinvolution ; tumoujs of 
the adnexa ; excessive coitus ; constipation ; . cardiac, 
pulmonary, and renal disease. . * 

Either bacterial invasion or congestion of the uterus iuay be 
primary, but each is generally assopiated with the other, an^ together 
they produce one or othpr .of the for^ of endombtritia described 
below. I^rophylactic measures must be directeli to the prevention 
of both, ana curative measures to their removal, and to the removal 
of thei| results, which in thenjselv^ are further exciting causes. 
Fai^fes.— The difficulties of classifying the varieties of endometritis^^ 
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in a suitable and correct manner, are considerable. Of tbe many 
classifications which have been adopted we prefer the followmg, though 
at the same time we recognise that in many respects it is unsatisfactory : 

(1) CrlaJidular endometritis. 

(2) Interstitial endometritis. 

(3) Mixed glandular and interstitial endometritis. ^ 

These so-called varieties may be only different stages in the course 

of the same condition. 

Pathology, — ^Macroscopically, in all three forms, the uterus is enlarged 



Fig. 76 — Cystic endometritis, seen'under the high power. 

J • * 

and cyigested ; the mucous membrane is as a rule thickened, injected, 
and covered with small prominences and inequalities ; and, if the 
endometritis is of long standing, the muscular coat shows the lesions 
alrqjidy described imder the head of chronic myometritis. 

Under the microscope, the predominant features of the form of 
«idomeJbritis with which we are dealing are to be seen. In glandular 
endon^etritis, there is dilatation of the capillaries and numerous small 
haemqixhages, the epithelial and stroma cells become oedematous, and 
the uterine glands are hypertrophied and^their number and ramifica- 
tions are iiicreased ,*80 that the section resembles that of an adenoma 
(u. Figs. 74, 75), To this condition the name ademmaJtom endometritis 
has also bfeen given. The condition known as cystic endometritis is 
probably a further development of adenomatoiis endometritis. In it 
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Fig. 77 — Interstitial endometritis The connective tissue is dense, showing 
many cell nuclei, and the glands are small. X 80 {W igham. 



Fio. 78. — Mixed glandular and interstitial endometritis. The gland! are 
dilated and the epithelium hypertrophied, formmg mvagmations mto4hc 
glands. The interstitial tissue shows dilated vessels, and ia infiltra&d with 
blood. X 60. {Wigham.) ^ ^ % 

numeroua glands become dilated, so that a section of mtlcous membrane 
is honeycoml^d with cavities. In some of these cases there is such 
marked proliferation of the mucous membrane that polypoid projec- 
tionckform all over its surface. 
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In interstitial endometritis, the connective tissue becomes infiltrated 
with numerous small round cells, and is denser than normal (v. Fig. 77). 
The capillaries are dilated, and some are ruptured. In a later stage, 
spindle-cells appear in the endometrium, and, as a result, the glands 
are so compressed that they atrophy, and in the end almost or 
entirely disappear, a final condition which is known as atrophic 
cndo rif^ritL^ . 

In the mixed form, hypertrophy and hyperplasia of the glands 
occur, accompanied by a round-celled infiltration of the connective 
tissue Fig. 78). At a later stage, as the infiltration increases the 
glands become atrophied and Imally disappear. 

In any of the foregoing forms, the endometrium may become necrptic, 
presumably owing to limitation of its blood supply, or to its separation 
from the underlying muscular coat by an effusion into its deeper layer. 
It is probable that the condition known as senile or adhesive endo- 
is associated with this change and is the result, first, of a 
necrosis of the endometrium, and, secondly, of an absence of the 
normal attempts at reconstitution of the latter owing to the age of 
the patient and the fact that her sexual life is over. As a consequence 
of these two factors, the uterine wall is practically uncovered by epi- 
thelium, and in some cases its opposing surfaces become adherent to 
one another. In other cases an infection by pyogenic bacteria occurs, 
and pus forms and collects in the uterine cavity, constituting the 
condition known as pyometra. 

Symptoms, —The symptoms of endometritis must be divided into 
those which are due to the local condition, and those which are due to 
accompanying constitutional disturbances. 

(a) Local Symptoms.— The local or uterine symptoms consist in 
menstrual disturbances of various kinds, in the occurrence of 
, leucorrhceal discharge, and in the general pelvic discomfort and pain 
4 w associated with the enlargement of the uterus and the retro-deviation 
whicj^ are also so commonly present. The menstrual disturbances 
consist most usually in the occurrence of menorrhagia, and sometimes 
metrorrhagia, especially in the early stages of interstitial endometritis. 

rarely, scanty menstruation or amenorrhoea is met with, while 
very intractable haemorrhage often occurs during the whole course of 
a cystic endometritis. Amenorrhoea, as a rule, only occurs in cases in 
whic^ previous menorrhagia has reduced the patient to a condition of 
profo^d anaemia and in cases of atrophic endometritis (i.c., the last 
stag^ of intmtitial endometritis). In some cases, portions of detached 
endometrium, or d^^en entire casts of the interior of the uterus, are 
expelled at the menstrual periods. This constitutes the so-called 
exfoliative endometritis, 

Leucorrhoea is usuaUy present in all varieties, but it is especially 
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profuse in the glandular form. In the other forms, the source of the 
discharge is most probably the cervical glands, which are involved in an 
accompanying endocervicitis. In senile endometritis, there is usually 
a serous and blood-stained discharge, which becomes foetid if th^ interior 
of the uterus is infected. 

Pain in varying degree is a very common symptom. It comes and 
goes, being made worse in frequency and degree by prolonged standing 
or walking, or over-exertion of any kind. It is referred to the iliac 
fossae, the back, especially the lumbar region, and the perinaeum. Fre- 
quently, it occurs as dysmenorrhoea, especially in exfoliative endome- 
tritis. 

General pelvic discomfort is caused by the increase in size of the 
uterus and the frequent presence of displacements. It consists in a 
feeling of weight and fulness in the pelvis, and a “ bearing-down 
sensation. 

Lastly, sterility is often the result of chronic endometritis, and is due^ 
either to the diseased endometrium offering an unsuitable nidus for the 
reception of the ovum, or to the pathological secretion of the uterine 
and cervical glands proving fatal to the spermatozoa. 

On examination of the patient, the uterus is found to be somewhat 
enlarged, especially in glandular and haemorrhagic endometritis, and 
the size and length of its cavity are increased. The uterus may be 
much softer than normal, or on the other hand it may be much firmer. 
The latter condition is specially met with in association with very 
chronic myometritis. The uterus is usually more tender than normal, 
in proportion to the acuteness of the inflammation. Its mobility is not 
affected, unless the condition is accompanied by the presence of pelvic 
adhesions or parametritis. Its position is not necessarily altered, but 
in many cases retro-deviations are present, owing to the increase 
in size of the uterus and the relaxation of the ligaments. The cervix, 
is very commonly hypertrophied, and there may ©r may not be an 
erosion. * 

(b) General Symptoms. — The general constitutional symptoms, 
arising as the result of chronic endometritis, vary greatly in different 
subjects. They consist in permanent or fugitive ill-defined p^ins, 
dyspepsia, cardiac palpitations, neuralgias, migraine, and symptoms of 
rectal and vesical irritation. Anaemia is often present in tho^e forms 
which are associated with menorrhagia and metrorrhagia. In some 
patients, symptoms are observed at intervals arising from tfie.^t)Sorp- 
tion of bacterial products from the uterus, and consisting of shivering, 
vomiting, headache, debihty, and slight jaundice. ^ ' 

Trecament.—The complete cure of chronic endometritis is o^n a very 
difficult matter. The ratiofiaj ^eatmeat, and the only one which gives 
any good results in v^iy chronic cases, CQnsistB in : — , 
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(1) The removal or cure of any condition which tends to keep the 

uterus in a state of congestion. 

(2) The removal of the diseased endometrium. 

(3) The adoption of such measures as will ensure the growth of a 

healthy endometrium. 

(4) The improvement of the patient’s general health. 

(1) The measures directed towards the removal or cure of those 
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Fig. 79. — Braun’s syringe for injecting fluids into the uterine cavity. 
A. Syringe. B. Nozzle. 


conditions which tend to keep up the congestion of the uterus consist 
in : — the cure of displacements ; the removal of tumours of the adnexa 
or of the uterus ; the cure of cervical lacerations, or erosions ; the 
relief of chronic constipation ; and the prevention of too frequent 
coitus, or of coitus at all in some cases. 

(2) The removal of the diseased endometrium is best and most 
quickly brought about by curetting the uterus and injecting caustics. 



Fro. 80. — Bandl’s hollow sound — ^author’s modification, the end of which 
• can be divided into two for cleaning. 


In some instances, it may be thought preferSble to trust alone to the 
injection of caustics ; but, except in mild cases, the relief which this 
proceeding affords is not so rapid or so complete as is that afforded 
by curetting. The caustics, which are^niost usually injected after 
curetti^ \n these cases, are as follows : — Chloride of zinc (50 per 
cent.)f iodised phenol (iodine 1, liq. carbolic acid 3), tincture of iodine, 
and hquid carbelic lacid. The first three* are injected by means of 
Braun’s syringe (v. Eig. 79) ; the last is best applied by means of a 
sound wrapped round with cotton wool. 

We personally dislike the caustics mentioned, and do not use 
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them, preferring formalin for the reasons which follow. Chloride 
of zinc sometimes acts more energetically than we desire, and 
may cause almost complete destruction of the endometrium and 
the endocervix, leading to cessation of menstruation and tp stenosis, 
or even atresia, of the cervix. Iodised phenol has a most unpleasant 
smell, and tends to block the small holes in an intra-uterine syringe. 
Tincture of iodine is not sufficiently strong, and liquid carbolic acid is 
probably too strong. Formalin (40 per cent, formic aldehyde) is 
preferable to any of the foregoing. It may be used at a strength of 
from twenty per cent, up to full strength, and can be readily injected 
with Braun’s syringe. As in some cases it causes considerable pain, it 
is well that the patient should be imder an anaesthetic. If she is con- 
scious, formalin must be injected with great care. In such cases we 
may begin by injecting a couple of drops of a twenty per cent, 
solution, and then gradually increase the strength on subsequent 
occasions. Formalin should be allowed to act for from fifteen 
thirty seconds, according to the manner iii which it affects the 
patient, and must then be removed by washing out the uterus through 
a Bozemann’s catheter. 

In mild cases of endometritis, it is sometimes found sufficient to 
apply astringents, or mildly caustic solutions, to the endometrium by 
means of Bandl’s hollow sound {v. Fig. 80). This instrument is used 
as follows : — The vagina is well douched, and a cylindrical speculum 
of the largest size which can be introduced is passed into the vagina, 
and rotated until the cervix projects into its upper orifice. The anterior 
lip is then caught in an American forceps, and the hollow sound is 
passed into the uterus. The speculum is filled with the solution which 
it is proposed to use, and the latter is carried into the uterus by 
partially withdrawing and again pushing up the sound several times. 
The solutions generally used for this purpose are pyroligneous acid, 
sulphate of copper (40 grs. to the ounce), nitrate otsilver (20 to 30 grs. 
to the ounce), and formalin. The latter has many advantages, and 
may be used at a strength of a drachm to the ounce of water. 

In endometritis due to gonorrhoeal infection, a piece of gauze soaked 
in a two and a half to a five per cent, solution of protargol may be passed 
into the uterus, and allowed to remain there for twenty-four to forty- 
eight hours, and this procedure repeated several times. . 

In true haemorrhagic endometritis and in cystic endometritis, 
curetting and the application of caustics may be tried, but it^4g^sually 
found necessary to extifpate the uterus in order to check the 
haemorrhage. Partial resection of the uterus Aay' sometimes prove 
equally satisfactory. 

’(3) As has been mentioned, curetting is the best And most rapid 
method of removing .diseased endometrium, but the treatment of the 
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case cannot be considered as finished once this operation is performed. 
Alone, it is not always sufficient to effect a cure, since, in addition to 
the removal of the diseased endometrium, it is necessary to ensure as 
far as possijjle the growth of a healthy endometrium. To obtain this 
result, it is sometimes necessary that the new endometrium should be 
• again removed in part, or entirely, by the application of caustics. In 
cases of long-standing chronic endometritis, the application of formalin 
or of some of the above-mentioned drugs by means of BandFs sound is 
necessary. The first application may be made a fortnight or so after 
the curetting, and it may lie repeated some three times or oftener, 
according to the nature of the case, at intervals of a week or a fortnight. 
As a rule, however, if the accompanviiig complications of endometritis, 
such as erosions, displacements, etc., are cured, the symptoms of the 
patient completely disappear. 

(4) The improvement of the general health of the patient is a matter 
of^considerable importance. It can be effected in most cases by the 
regulation of the bowels, by increased and suitable nourishment, and 
by the judicious use of tonics. In many cases, absence from home is 
advisable, both for its general effect on the patient and as a means of 
preventing coitus for the time. 

* Cervical Metritis. 

Cervical metritis, hke corporeal metritis, may occur in two forms r— 
I. Acute cervical metritis. 

II. Chronic cervical metritis. 

I. Acute Cervical Metritis. — Acute cervical metritis is a very rare 
condition, except in association with acute corporeal metritis. Occa- 
sionally, however, it occurs by itself. 

JEtioiogy . — The aetiology of acute cervical metritis is practically the 
same as the aetiology of the acute form of corporeal metritis. Gonorrhoea 
is perhaps its commonest cause, in cases in which the cervix alone is 
attacked. In cases due to the invasion of sgptic micro-organisms, 
the v^ntjre uterus is usually affected. Septic infection most commonly 
occurs after parturition, more rarely after gynaecological operations. 

Pathology , — The cervix is enlarged, oedematous, injected, the external 
os patulous, and the cervical canal slightly everted. If the inflame^, 
surface i^tubbed with the finger, slight bleeding occurs. In the septic 
form, there is usually a pseudo-membranous grey exudation covepng 
the abraded areas. * T^ere is also a profuse and sometimes foetid dis- 
charge. Similar changes are found in the glands.and interstitial tissue 
•"as in acute corporeal metritis. 

Symptoms . — If the body is infected as well, the symptoms caused by 
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the cervical condition will be obscured by those caused by the'corporeal 
condition. If the cervix alone is affected, the symptoms will be similar 
to those caused by an acute vaginitis. 

Complications , — The danger of acute cervical metritis is that the 
^infection may extend to the uterine cavity, and so set acute 

corporeal metritis with its complications. 

Treatment , — The treatment of these cases, if complicated by acute 



Fig. 81, — ^Mucous polypi of the cervix, «?» 

o 

vaginitis or corporeal metritis, will be the same as that of the complica- 
tion. If if exists alone, it is treated by rest in bed and by the use of 
warm vaginal douches, insufflation of iodoform on the cervix, and the 
tamponing of the vagina with iodoform gauze or with plu^ of cotton 
wool soaked in glycerine and ichthyol, and of the cervt^ i^th gauze 
soaked in a two and a half to five per cent, solution of p^itar^o The 
cervix may also be bathed in formalin ^a drachm to the ounce of water) 
^applied through a cylindrical speculum, and the formalin carried into 
the canal by meanjE^ of a probe or sound cohered wool. 

if. Chsonic Cs^vkiAi; cervi^ usimy'.- 


Plate V. 



Section through the edge of an early erosion Note the manner in 
which the gland bearing mucous membrane is displacing the 
squamous mucous membrane, and the advance of the glands beneath 
the latter. X 16. (Jolly) 
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attacks all the tissues of the cervix, though as a rule the glandular and 
interstitial structures of the mucous membrane are the parts most 
involved, hence the condition is commonly known as endocervicifis 
(1/ bovj within ; cervix, the neck). 

Etiology , — The cause of endocervicitis is usually to be found in a 
bacterial infection of the cervical glands. As we have already said, 
infection passing into the genital tract usually lodges first either in the 



Fig. 82. — The so-called “ erosion ” of the cer^x. (After Kelly ) 

region of the vulva or in the cervical glands. Sometimes, however, the 
endocervical changes may be secondary to endometritis. 

Pathology . — The cervix is hypertrophied, and somewhat cedematous, 
and its*lifs are slightly everted. Under the microscope, similar 
change#lo those in endometritis are seen, with the exception that there 
is a greater tendencylto the formation of retention Qy^t^—N jihothian 
follic les— owinfr to the mouths o f the g l ands becoming obsftmct^ In 
some cases^ itese follicles force their way through the layer of cervical 

tissue ^ch separates them from the surface, to which they remain 

. * • * 10 - 2 
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attached by pedicles, so forming mucous polypi {v. Fig. 81). So-called 
erosions of the cervix situated on the mucous membrane below the os 
externum are also very frequently present (v. Fig. 82). The name 
“ erosion ” gives a very false idea of the anatomical changers which are 
present in the majority of cases. It is not an erosion — in the true mean- 
ing of that term — but a change in the nature of the tissues, due to the 
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Fig. 83. — Erosion of the cervix. Sagittal section through the vaginal portion of a 
cervix on which an erotion has formed, a, Cerviccj-vaginal junction. Junction 
of squamous mucous membrane and gland-bearing mucous membrane.^ c, Ex- 
ternal os. Normally h and c should coincide, but owing to the erosion the 
gland-bearing mucous membrane extends beyond the external os. 


downgrowth of the endocervical mucous membrane past th^ external 
os and on to the vaginal portion of the cervix. The latter is^ normally 
covered by squamous epitheliun^ which disappear^ as the columnar- 
cellecT and gland-bearing^ mucous membrane ^ows down. In some 
(^ses a way is prepared for this downgrowtlTlBy the discharge which 
comes away from the over-active cervical glands, and which, ^nstantly 
flowing over the jsquamous epithelium, washes it away, exposing an 




Plate VI. 



Glandular erosion of the cervix. X 8. (Jolly). 



Broston of the cervix *in process of ** cure.’* Note the obstruction to 
the mouths of the inlands by the ingrowing squamous mucous mem* 
brane. X 00. (Jolly). « 
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unprotcctGd surface underneath on to which the endocervical mucous 
membrane and glands grow. At a later stage these cervical glands pro- 
liferate, and, extending downwards, are found opening on to the altered 
patch of cervical mucous membrane. When seen under the micro- 
scope the altered tissue closely resembles the structure of an adenoma, 
and consequently the condition is sometimes described as an adenoma 
of the cervix. If the glands pass inwards pei'pendicularly to the surface 



Fig. 84. — Erosion of the cervix. High m<agnillcation of the tissue round the external 
os in the ceivix shown in Fig. 8|#. 


of the cervix and are dilated, the tissue between them produces, under 
the microscope, a papillomatous appearance-- J}ay^7farl/ _grfi^n2^ If 
the moui^is of several of the glands become obstructed, leading to 
the formation of numerous small retention cysts, the condition is 
known af" a follici dcir erosion. When the formation of follicles is 
associated with merkfed hypertrophy of tte cervical tissue, the 
condition is known as follicular hypertrophy of the cehix. The 
growth thus formed may be so large^ as to reach the vulvar 
orifice. Occasionally, in very chronic cases, the layer of cubica 
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epithelium which covers the so-called erosion is destroyed, and thus 
a true erosion or ulceration occurs. Such a condition is commonly 
met with in cases of long-standing prolapse of the cervix. 

A mucous polypus resembles, in its microscopical appearance, 
the tissue found in an erosion, save that the glands are more dilated, 
and in some cases are even altered into cystic cavities (i;. Fig. 85). 

Ectropion of the cervix is a very common cause of endocervicitis, 
and is frequently confused with erosion. Ectropion is the term 



Fig. 85. — Glandular poly})iis of the cervix. Sections enlarged about 60 diameters, 
a, a. Superficial elevations on surface of polypus, covered by cylindrical 
epithelium, b. Depression between elevations, into which glands are opening. 
g. Deeper portions of glands, v, v. Blood-vessels. (Cornil.) r. 

applied to the exposure of the cervical canal which results from deep 
laceration of the cervdx, and the growth of endocervical mucoufi mem- 
brane over the torn surface (-y. Fig. 86). Its appearance closely 
resembles that of an erosion, as, in both, the lowest portion of the cervix 
is composed of gland-beariilg endocervical mucous membrane. In an 
erosion, this tissue extends beyond the os externum ancf iqvades the 
squamous mucous memjbrane covering the outer surface of tne cervix. 
In an ectropion, it does not extend beyond the Ihnits of the os externum 
and of the cervical laceration. It is obvious, however, that the two 
conditions can, and often dq, co-exist. 

When the glands in the caee of erosion or ectropion have become 
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infected, there is always some absorption through the cervical 
lymphatics, and, if a careful examination could be made, bacteria would 
probably be found in the lymphatics and in the glands into which they 
drain. This causes a certain amount of inflammation in the tissues 
round the lymphatics, and round the hypogastric glands, and is prob- 
ably responsible for the pain which is so often associated with both 
erosion and ectropion. It also helps to explain^ cases of pain and 
shortening of the utero-sacral ligaments, as these are the necessary 



Fig. 8(f — Ectropion of the cervix. If the jioiiits a and & are brought together tho 
• ectio])ioii disappears. 


con^quences of infection in the lymphatics passing through them. 
In the course of a ca^liotomy one often sees a curious condition of the 
floor of Pouglas’ pouch, which can be explained in a similar manner. 
The peritoneum of the floor is thickened, and frequently a fold of 
it is c^ried some way up the posterior surface of the uterus, with the 
result that Douglas’ pouch loses some of its depth and that the uterus 
is dragged backward by the tension of the fold. When such a con- 
dition occurs in association with tubal infection, there is no necessity 
to look further, but when it occurs quite apart from any form of tubal 
or ovarian infection, its origin is more difficult explain. We think, 
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however, that in most cases it is correct to assume that it is the result 
of an ascending lymphatic infection coming from a focus of infection 
in the cervix, such as is found in cases of ectropion and erosion which 
have become the seats of a pyogenic infection. ,, 

Symptoms , — The cervix is enlarged and gaping, and a thick purulent 
or muco-purulent discharge issues from it. A papillary erosion imparts 
a curious velvety sensation to the fingers ; a follicular erosion gives a 
sensation as if smalf grains of shot lay beneath the mucous membrane. 
If any of the follicles have become pedunculated, they may be felt 
protruding from the os. An ectropion is distinguished from an erosion 
by seizing the lips of the cervix in a bullet forceps, and bringing them 
together in such a manner as to restore the original shape. If the 
condition is one of ectropion alone, the inflamed cervical lining will dis- 
appear. If, however, it is an erosion, the altered patch of mucous 
membrane will still be visible. The subjective symptoms are similar 
to those of endometritis, save that menstrual disturbances may bb 
absent, but as a rule there is a more profuse leucojihoea, and there is 
frequently a constant aching pain in the back. 

Treatment . — The treatment of these cases consists in the cure of 
accompanying endometritis and vaginitis, in the removal of erosions by 
the amputation of the vaginal portion of the cervix, and in the suture 
of cervical lacerations. It is sometimes thought advisable to attempt 
to cure erosions by means of the frequent application of caustics, but 
this is a most tedious process if there is much glandular proliferation. 
Moreover, in such cases, the treatment is unsatisfactory, as, although 
an apparent cure ma}' be brought about, the latter is only superficial, 
and the glands remain in the cervical muscle. Tjie ducts of these 
glands, however, are obstructed by the new growth of squamous mucous 
membrane, and so the glands themselves often become cystic, forming 
Nabothian follicles. As a result the cervix is hypertrophied and con- 
gested, and the symptoms of the patient, especially so far as pain is 
concerned, are often worse than before. Occasionally, on^ meets 
with cases which respond rapidly to the application of caustic, and in 
which oiymi^SLU see fronj week to week the gradual ingrowth of the 
squamoi^ ^ucous membrane. In these cases, it is probable that there 
is little or no glandular hyperplasia, and that the altered appearance of 
the cervical mucous membrane is due to congestion and to th^ washing 
away of the superficial layer of squamous epithelium. The besUcaustic 
in these cases is perhaps pure liquid carbolic acid. Occasionally, 
erosion and ectropion will^get well of themselves after a long time, a 
result which is brought about by the gradual atrophy bf the glands, and 
by the accompanying ingrowth of the compound squamous epithelium 
over the denuded area. In. all cases of erosion or follicular hyper- 
troj)hy of the cervLx,^ where the symptoms are sufficiently marked to 



Plate VII 



Benign mucous polypus of the cervix. X 8. (Jolly). 



Tubercullous disease of the endometrium. X 50. 


(Jdily). 
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bring the patient under treatment, the only really satisfactory course 
is the amputation of the cervix, while in the case of extensive lacera- 
tions trachelorrhaphy is necessary. " 

TUBERCULOSIS OF THE UTERUS. 

Tuberculosis of the uterus, as a primary condition, is a comparatively 
rare disease ; it is more common jthe resul t of ex tension from a 
tuberculous tube or ovary, or as part of a ge n eral tuberc ulosis. 

Varieties , — It is found in three forms : — 

(^) An acute mi liary This occurs as part of a general tubercu- 

losis. 

(2) An interstitial form. This may occur in the uterine wall, and 



Fig. 87. — Tuberculous mass in the w.all of the uterus. Double tuberculous pyosalpinx 

cause no symptoms until it manifests Itself by some sudden and serious 
accide^jt, such as rupture of the weakened uterus during delivery. On 
the other hand, it may give rise to pelvic pain and the general symptoms 
of pelvic infection. ^ 

An ulcerative form . This is the most frequent form ; in it the 
disease starts as small nodules in the endometrium or in the vaginal 
portion of the cervix. These nodules gradually coalesce and ulcerate, 
until finally the entire endometrium and endocervix are replaced by 
tuberculous tissue which in places is becoming caseous. 

Diagnosis , — The symptoms of the patient in an early stage are 
those of endometritis. Later on, as the dis ease spread s, and the uterus 
becomes infected by other micro-organisms, the patient Becomes he^ttic, 
aSg ^EibW Hie symptoms of a mixed tuberculous i nfectidh. 
the uterus is curetted at an early stage, there.njay be no naked-eye 
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change in the endometrium. But, if the removed fragment is examined 
microscopically, typical tuberculous stru cture will be found. In later 
stages of the disease, when caseous fehanges are taking place, the exist- 
ence of tuberculous lesions maybe suggested by the appearance^f the re- 
moved portions. Tubercle bacilli may be found in the sections and in the 
uterine discharges, but as a rule they are very few and difficult to find. 

Treatment , — If it could be positively determined that the tuberculosis 
was entirely limited to the endometrium, it might be sufficient 
thoroughly to curette and cauterise the latter. It is, however, practi- 
cally impossible to determine this, and consequently it may be necessary, 
when a diagnosis of tuberculosis is made, to remove the uterus. 

When tuberculosis of the uterus occurs in a young womanTn whom 
it is very necessary to save the organ, the patient may be kept under 
careful observation for a time, the ordinary hygienic treatment of 
tuberculosis being carried out, and injections of tuberculin adminis- 
tered at regular intervals. Examination of the uterus should be made* 
from time to time, and, if there is any increase in the symptoms or any 
apparent extension of the disease in or beyond the uterus, hysterec- 
tomy must be performed. 


OPERATIOXS. 

The following operations may bo discussed here : — 

(1) Curetting. 

(2) Amputation of the cervix. 

(3) Trachelorrhaphy. 

' CURETTING. 

Curetting, curettement, and curettage are the various terms applied 
to the operation by which the mucous membrane lining the uterus is 
removed, either for the purpose of diagnosis, or in order to cui;p some 
pathological condition. • 

Indications. — Curetting, as a remedial operation, is indicated in 
endometritis which does not rapidly respond to milder treatnjent. 
Curetting, as a diagnostic operation, is indicated whenever there is 
a continuous or often recurring discharge — either hfiemorrjiagic or 
purulent — the exact cause of which cannot be discovered by other 
means. ^ 

Instruments , — The following instruments are • required: — Two 
American forceps ; a posterior speculum ; Hegalr’s dilators, or some 
modification* of them; Bozemann’s catheter; uterine sound; and 
at least two curettes, one for. the fundus, the other for the sides of 
the uterus. 
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Of the many different forms of curette perhaps the most generally 
useful are Hegar’s and Sims' flexible curettes («. Figs. 88, 89). If a 
douche curette is required, Rheinstadter’s is the most serviceable 
(v. Fig. 91 ). Hegar’s curette is used for the sides ; it will not curette 



Fjo. S<S. — Hegiir’s curette. 


the fundus. Sims’ euro the can be made to serve both purposes by 
altering the bend of the stem as is rec|uired. It will not remove as 
lo-rge pieces of mucous membrane for macro- or microscopical 
examination as will Ilegar’s. 

Operation . — The operation of curetting is carried out as follows : — 



FfO. S9 . — Shun’ cuiottc 


Expose the cervix by passing a posterior speculum. Catch the anterior 
lip of the cervix with a bullet forceps, and draw it down (?;. Fig. 0). 
If the cervical canal is not already dilated, dilate it up to the size of a 
No. 8 or 10 Hegar, and introduce a Bozemann’s catheter and wash 
out the uterus. Then introduce whatever curette it is intended to 

*V ~.. ~ ■ . .X'm..'- Tannin - 

.r — ‘l3 sc. 3 :^ 

, Fig. 90.- — Martin’s ctrettc. 

use on the sides of the uterus. We recommend for this purpose 
Hegar s curette, of the largest size Jihat will pass through the cervix. 
Pass the curette up to the fundus, which will be recognised by the 
resisflhnce it offers, and note the length of the uterine cavity. This is 
always an important preliminary to the operation, as it enables us 


• Fig. 91. — Rheinstadter’s flushing curette. 

• 

subsequently to recognise at once if the curette passes through the 
uterine wall, aa accident which is much more common than is generally 
supposed. The effrette is then drawn downwards from the fundus to 
the inner -os, with its cutting edge in contact mth the endometrium. 
It is again passed up to the fundus^ and drawn down in a similar 
manner over the uterine wall with just sufficient change of direction 
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to make it travel over fresh tissue. In this manner, the interior of 
the uterus is gone over systematically a couple of times, so as to ensure 
that no spots are left untouched. When the mucous membrane has 
been removed, the firm and contracted muscle fibres will impart a 
grating sensation to the curette as it travels over them, and in this 
way the operator will know that he has removed sufficient tissue. The 



Fig. 92. — Uterus removed in a ca'-e of cailcer of the vagina. In this case, the sound 
on being introduced into the uterus perforated the fiinflus.. On subsequent 
examination it was found that there was a crater-like excavation at thti right 
cornu of the uterus. It extended completely through the niusok?, and its roof 
was formed by peritoneum alone. The patient had been confined six weeks 
previously. There was no cancer in the uterus. A. Excavation at fundus. 
P. Site of perforation. C. Uterine cavity. T. Tube L. Round ligament. 
The remaining letters indicate surfaces which were in contact before the wall Vas 
incised. 


curette, which it is intended to use on the fundus, is then introdjiced, 
and for this purpose the author recommends either Martin’s ^or Sims’ 
curette. If the latter is used, the handle must be so bent th^ the 
cutting edge is the highest *point, as otherwise tWs edge would not 
come into contact with the fundus. The fundus is curetted by a lateral 
movement of the curette from left (the patient’s) to right.* The know- 
ledge of the exact degree of force, with which it is desirable to make the 
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curette press against the mucous membrane, can only be obtained by 
experience. Speaking generally, the degree of force which will just 
cause the uterine muscle fibre to impart a sensation to the hand as 
if the cu^ptte was travelling over a rough surface is the correct degree 
to use. 

As soon as the entire surface of the uterus has been well scraped, 
the fragments of mucous membrane are washed away with a Boze- 
niann’s catheter. A caustic solution may be then injected by means 
of a Braun’s syringe (c. Fig. 71)). For this purpose we arc in the habit 
of using a 50 per cent, solution of ionnalin. This is allowed to remain 
in the uterus for from fifteen to sixty seconds, according to the effect 
we desire to produce, and is then washed away. It is a powerful anti- 
septic as. well as a caustic, and it also causes contraction of the muscle 
fibre of the uterus, so tending to check bleeding. Chloride of zinc in 
a 50 per cent, solution and iodisefl plienol (iodine one part and 

•carbolic acid three ]Mrls) are also used by some operators as a 
substitute for formalin. 

Complications the exception of sepsis, there is no very 

important complication which can occur except the perforation of 
the utenis by the sound or the curette. The latter accident owes its 
accompanying risk to the possibility of its permitting or causing the 
introduction of septic germs into the peritoneal cavity, and to the fact 
that, if its occurrence is not noticed, the operator may inject a quantity 
of a poisonous antiseptic into the peritoneal cavity, rather than to any 
special danger due to the breach of surface of the uterus. Perforation 
of the uterus, in the course of an aseptic operation, is, if recognised, 
of the most trifling importance. Perforation of the uterus, when 
cither its interior or the perforating instfiiment is septic, will very 
frequently lead to fatal results. 

. After-treatment . — The uterine plugging should be removed on the 
morning or evening of the day following the operation. The patient 
ought^to remain in bed until all haemorrhagic discharge has ceased. It 
is sometimesiadvi sable to inject into the uterus a caustic solution such 
as formalin, or to carry the solution in by m^ans of a Bandl’s sound, 
onqp or twice during the month succeeding the curetting. This is 
especially necessary in the presence of a chronic enlargement of the 
uterus, ^as it hastens involution and encourages the growth of a 
healtl^y endometrium. 

AMPUTATION OF THE* CERVIX. 

Amputation of the cervix may be performed either a£ove or below 
the cervico-vaginal junction. Accordingly, two operations must be 
described : — 
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I. Supra-vaginal amputation of the cervix. 

II. Vaginal amputation of the cervix. 

I. Supra-vaginal Amputation. — Supra-vagjnal amputation of the 
cervix is the term applied to the removal of the cervix above the 
cervico-vaginal junction. 

Indication. — The only indication is hypertrophy of the supra- 
vaginal portion of the cervix, and, as this i ndication is usually associated 
with prolapse of the uterus, supra-vaginal amputation usually forms 
part of an operation for prolapse. The treatment of malignant disease 
of the cervix by supra-vaginal amputation has now been completely 
given up in favour of hj-sterectomy. 

Instrvnients. — The following instruments are required : — Three 
American forceps ; a posterior speculum ; small and medium whole- 
curved needles ; a needle-holder : a scalpel ; scissors ; an uterine 
sound ; a metal catheter ; a toothed dissecting forceps : and half a, 
dozen clip forceps. 

Operation. — A posterior speculum is passed, the ceivix is seized and 
drawn down by means of two American forceps, oiu^ on each lip, and 
the relation of the bladder to it is noted by passing a catheter. An 
incision is then made round the cervix through the vaginal mucous 
membrane, taking care to keep below the point to which the bladder 
extends, and, with the finger, the mucous membrane is pushed upwards 
off the cervix, beginning anteriorly and continuing right round (t\ 
Fig. 93). When as much of the cervix as it is desired to remove has 
been exposed, a circular amputation is performed by cutting it straight 
across at right angles to the cervical canal. The stump is then caught 
with forceps, a pair beingfapphed to each hp. Thff vaginal flaps are 
drawn over the cervix to see how they fit, and any redundancy is cut 
away. As a rule it will be found advantageous to divide the sleeve of 
vagina into four flaps, by cutting V-shaped pieces out of it {v. Fig. 94), 
as by so doing the vaginal mucous membrane will cover the cervix 
more exactly. Tw^o silkw^orm-gut sutures are then passecj, one through 
each of the anterior flaps of vaginal mucous membrane, entering half 
an inch from the edge of •mucous membrane, and then passing through 
the stump of the anterior lip of the cervix from before backwards to 
emerge through the cervical canal {v. Fig. 94). Two more sutures 
are passed in a similar manner through the posterior flaps of mucous 
membrane, half an inch from the edge, and through the stump of the 
posterior lip, to emerge again through the cervical mycous m^Abrane. 
These sutures may now be tied, taking care wliile (J^ing so to draw 
the vaginal mucous membrane over the stump into contact with the 
cervical mucous membrane, in which position it may. be kept by a 
few superficial catgut sutures (v. Fig. 95). 
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Complications— The chief accident that may happen is the wounding 
of the bladder. This is avoided by carefully noting its position at the 
beginning of the operation, and by pushing it well up out of the way 



Fig. 93. Supra- vaginal amputation of a hypertrophied and lacerated cervix. The 

•ceiVix, C, has been drawn down, and the vaginal wall has been detached all 
round.' A.V. Anterior vaginal wall. a. Site of amputation. 


when cfearing the cervix. The uterine arteries may be cut, or wounded 
by the ntedle, and the peritoneal cavity may be opened. The former 
of th4e accidents can be avoided by clearing the cervix thoroughly at 
the sides and sa puihing the arteries upwards, while the latter is of no 
importance if strict asepsis has been preserved. • 

After- treatfuent , — One end of a long and narrow piece of gauze is- 
passed through the cervical canal into the uterus,^ the remainder being 
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Fig. 94.— Supra-vaginal amputation of the cervix Tlic va^rjual fla])x have been 
trimmed, the cervix amputated, and alternate dc^c]) and superficial sutures 
inserted. A,A. Anterior vatrinaJ flap-, T.P. PostiTior vaginal Uajis. (J Stump 
of cervix. 



Fig. 95. —Suiira- vaginal imputation of the cervix. jThe ^sutures tied. 

d^d to tampon the vagina. This gauze is removed on the evening of 
the second day. The patiejit.is allowed to sit up on the tenth day, 
and the sutures are ;*^oved on the twenty-first day. 
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II. Vaginal Amputation of the Cervix. — This operation is much 
more frequently required than is supra-vaginal amputation. 

Indications . — Vaginal amputation is indicated under the following 
pathologicai conditions of the cervix : — 

(1) A large erosion. 

(2) Ectropion accompanied by vaginal hypertrophy. 



Fig. 96. — Amputation of the cervix The cervix drawn down to the vulva and 
held in position by two American forceps, h. The bilateral incision, 
a, c, 6 and a, /, h. The course of the amputating incisions across the 
• mucous membrane of the cervix. 


(3) Infra-vaginal hypertrophy. 

(4) ISubmvolution affecting the entire uterus. 

(5) §teriosis of the lower portion of the cervical canal. 
Imtruments . — ^The instruments are the sanje as those required for 

supra-vaginal ampTitation. ^ 

Operation . — A simple form of cervical amputation is as follows 
A posterior sp&ulum is passed, the cervix is caught by two 
American forceps, so placed that they catch -the anterior and 
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posterior lip just outside the piece which is to be removed, and 
the cervix is drawn down towards the vulva as far as possible. 
The cervix is then incised transversely, so as to divide it into an 
anterior and posterior lip (v. Fig. 96, a, b). The anterior lip is 
then again caught with a third forceps in the centre of the part it is 
desired to remove, and this part is cut out by means of two incisions 
which meet one another in the depth of the cervical tissue along the 



Fie. 97. — Amputation of the cervix. A wodge-bhapod piece has been excised from 
the anterior lip. The side drawing shows the cervix in sagittal section. 


line rf, d (v. Fig. 97). The incision on the cut aspect of the cervix is 
made as high as is found necessary, while the incision on the vaginal 
aspect of the cervix runs just outside the edge of the erosion if one 
is present, and approximately corresponds with •the line a, c, d 
(v. Fig. 97). Thus the entire anterior half of tSie el’osion is removed. 
A suture is then entered on the vaginal aspect of the cervix in the 
middle hne. It passes beneath the raw surface and emerges in the 
cervical canal (v. Fig. 98). This suture is tied. A similar piece is 
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next cut out of the posterior lip {v. Fig. 99), and a second suture is 
passed in the middle line through the posterior aspect of the cervical 
canal and the posterior flap of cervical wall {v. Fig. 99). These two 
sutures bring the mucous membrane covering the cervix into contact 
with the mucous membrane of the cervical canal, and are the only 
sutures ref^uired for this purpose. All that now remains is to pass two, 
or at most three, sutures at each side of the cervical canal, so as to 
close the original transverse incision. These sutures are passed as is 



Fio 1)8. — Amputation of the cervix. Tlio central suture in position in the anterior 

lip. • 

shown in Fig. 99, and when they are tied, the cervix presents the 
appearapee shown in Fig. 100. When the operation is performed in 
this manner, there is no puckering of the edges of the cervical canal 
and no subsequent distortion. As a rule, a couple of months after 
the operation, it is almost impossible to spe that an amputation has 
been done. If* necessary, the relative length of the Jwo incisions 
can be altered so as to bring away a piece of any shape that is 
required. Thus a small portion of the vaginal aspect of the cervix 
and a large part of the cervical canal can be excised, or, on the other 



164 


diseases of the UTEEUS. 

vaginal amputation. 

tkachelorrhaph^- 

T,idi*trl»phy (W*”. j'l' ol tin «»■«■ 

lam ippbrf » Ik* •?•»*»" »* * 



>.». » .k* .» 

“5:.r'-S“ t» ;»'^i -p-— 

cervical lacerations :— ■ . i . 
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posterior lips are seized in American forceps, and the cervix drawn 
towards the side opposite to that at which the laceration is situated. 
An incision is then made at each side of the laceration at the junction 
of the scar tissue and the healthy mucous membrane (v. Fig. JOl, A), 
and by extending these incisions into the cervical tissue the mucous 
membrane lining the laceration is dissected up in one piece and drawn 
inwards towards the centre of the cervical canal. It is thus preserved 
with the object of forming a new endocervical wall for the laceration 
(v. Fig. 101, R) Sjiecial caif‘ must be taken that all the cicatricial 



Fio.fKK). — Amputitioii of tho coivix. The operation finished. 


tissue at the bottom of the laceration is removed. Sutures of silkworm- 
gut are then passed at right angles to the tear, and tied in such a 
manner as to bring the cut edges of cervical mucous membrane together 
(Fig. 101, B). The number of sutures necessary depends upon the 
size of th^ laceration, and varies between two and four. If there is a 
secon(f laceration, it is treated in a similar manner. 

(b) EmmePs ©perdition. — Emmet’s operation is more radical, and 
is on that account more hkely to give a permanently satisfactory 
result. It is equally suitable for unilateral or for bilateral lacerations, 
cervical lips are seized, as before, with American forceps, and 




Fia. 102. — Emmet’s trachelorrhaphy. The anterior and posterior lips as.? drawn 
apart. The lines of incision are mark ed on the inverted surfaces. 

drawn apart” as far as possible. With the scalpel, a transverse in- 
cision is made through the bottom of the lacerations, in, order to make 
them both of the same depth. Two antero-posterior incisions are 
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then made on the exposed face of the cervix. They run parallel to 
what was formerly the cervical canal, and are about a quarter of an 
inch apart {v. Fig. 102). These incisions extend through the mucous 
membraije alone, and the tissue between them will form the new cervical 
canal (Figs. 102, 103). Two more incisions are then made, one at each 
side, connecting the ends of the former incisions, as shown. These 
incisions follow an imaginary line which formerly was the outer limit 



Fig. 103. — Emmet’s trachclorihaphy. The mucous membrane surrounded by the 
incisions has been remold. 

of the cervical tear, and, consequently the two areas lying between 
each of^them and the middle line on the same side are the areas which 
mustjbe folded on themselves and brought together, in order to restore 
the cervix to its original shape. The next step is the denudation of 
these areas. This is easily done with the scalpel, and must be complete, 
taking particular care to excise the cicatricial tissue at the very bottom 
of the tear {v. Fig. 103). The final step is the passing of the sutures. 
Silkworm-gut*is the most suitable material, and the manner in which 
each suture is passed will be easily understood, by reference to the 
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illustrations {v. Figs. 104, 105). Each suture must go down to, but 
must not include, the strip of mucous membrane which has been 
left in the centre. 

After-treatment . — The after-treatment is similar to that of ampu- 
tation of the cervix. 



CHAPTER IX. 


DISEASES OF THE UTERUS (continued). 

New Growths of the Uterus — Myomata ; ^Utiolof^y, Pathological Anatomy, Secondary 
Changes, Symptoms, Diagnosis, Prognosis, Treatment — Adeno-Myoma. 


BENIGN NEOPLASMS OF THE UTERUS. 

The benign neoplasms which are met with in the uterus are as 
follows : — 

(1) Fibro-myoma. * 

(2) Adeno-myoma. 


Fibro-myomata. 

Fibro-myomata, or myomata (fivs, a muscle), or uterine fibroids, as 
they are variously called, arc the most important of the benign uterine 
neoplasms. 

Mtiology . — Any discussion on the setiology of myomata involves the 
consideration of tumour formation in general, and therefore would 
be out of place in a work of this kind. All that can be said is that 
the uterus contains the largest and densest mass of involuntary 
muscle in the body, arid that it is the only muscle of the kind 
which physiologically possesses enormous powers of development and 
increase. Moreover, myomata as a rule usually occur in women 
who either have not had children, or who have passed a considerable 
number of years during the child-bearing period without J^ecoming 
pregnant. These two facts are suggestive, and, reasoning from them, 
it may be held that Jhe frequency of these tumours is due to an 
abnormal power of hyperplasia possessed by a uterine muscle, which 
has never been called on to respond to the normal hjrperplasia of 
pregnancy. • c 

Pathological Anatomy. — A- uterine fibro-myoma is composed of bothi>^ 
unstriped muscle cells and fibrous tissue. In some tumours the ^ 
fibrous tissue predominates, in others the muscular. In small and 
young tumours the muscle-tissue is greatly in eiccess ; the fibrous 
tissue increases with the age of the tumour. Myomata are more or 
less circular in form, on section present a whorled 'appearance, an<i 
vary from a microscopic size to that of a nine months’ pregnancy. 
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They are usua lly multiple, and they tend to grow in one of the following 
ways («;. Fig. l06) : — : ^ . v . 

(1) Outwards into the uterine cavity, — ^submucous myoma. 

(2) Inwajds into the abdominal cavity,— ^bserous or subperitoneal 

myoma. >/ ' ' 

(3) Between the layers of the uterine wall, so that there are coverings 



Fig. 10(). — A myomatous utcous, illustrating the various positions in which a myoma 
may ^row. a, Subperitoneal myomati. h. Interstitial myoma, c. Peduncu- 
lated submuc#us myoma. 

of normal uterine tissue between the myoma and both surfaces,— 
interst itial myoma^ 

An. interstitial myoma may grow outwards or inwards so as to 
become^either submucous or subperitoneal, and a submucous or sub- 
peritoneal ftiyoma may become pedunculated. 

Secorlhary Chmges , — The following changes may take place in 
myomata. • • 

(1) Necrosis. — Necrosis, or death, of the tumour occurs in conse- 
quence of a total deprivation of the blood supply toU part or the whole 
of it. Such a change is most hkely to occur in pedjunculated tumours 



Fig. 107. — §?©ction through &n interstitial myoma, springing from the fundus, showing 
the whorl-like blending of muscle and fibrous tissue. 1. Main mas? of the 
myoma. 2. Capsule formed by thinned-out uterine wall and peritoneum, and 
containing dilated veins. 3. Cavity of uterus. 4. Cervix. 5, 5. Enlarged and 
cedematous ovaries. 6. Fallopian tube. (Roberts.) ^ 

t- 

the central portion of sessile tumours (i;. Fig. 109) and in the •periphery of 
polypoid tumours where they are most subjected to pressure. *If putre- 
factive bacteria gain access to such necrosed tumours, sloughing occurs. 

(2) Fatt^deg^eration. — This change occurs, in all probability, as a 
result of a diminution in the blood supply of the tumour, and results 
the marked lessening and sometimes, it is said, though this is unlikdy. 
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in the entire disappearance of the tumour. It most frequently occurs 
alter jgartimtiqn, and, if the uterine cavity is infected, there is con- 
siderable danger of sloughing of the myoma in consequence of the 
diminished blood supply. 

(3) Mucoid degeneration. — So-called mucoid degeneration and 
oedema of the tumour are very closely associated. Interference with 
the lymph return leads to a serous infiltration or chronic oedema of 



Fig. 108 . — A uterus with multiple mySmata. 


the tissues, and this results later in a simple degeneration of a mucoid 
nature.* lu a typical case, first the whole tumour becomes water- 
logged, aadjjater, cavities form and enlarge into cysts {v. Fig. 110). 
The fluid^consists of serum-albumin and fibrin, with more or less 
mucin, blood, and detritus from degenerated tissue. - 
' (4) Cystic degeneration of lym pha tic origi n. — Occasionally Jbhe lymph 

vessels of a myoma may dilate, without any transudation taking place 
into the surrounding tissues, with the result that cavities- form, lined 
,^th endothelium and filled mth lymph. 
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Fig 109 — Fibro lu^oma of th( vHimus, sIiowihh ikcio'-is iji tin (iiitidl iii » marked A 



Fig 1 1 0 . — Fibro-myoma of the uterus, showing mucoid degeneration ^ t A the tissue 
has become friable, with irregular cavities. At B is a largo cavity (From a 
specimen removed by Dr. P. McArdle ) , • 


(5) Calca reo us degeneration. — This change cdnsi^s in the deposit of 
lime salts in thetumou^^ these salts are first deposited in the 

centre and travel* outwards jconcentrically ; more rarely, the salts are ® 


deposited at first m the capsule. Calcification only occurs in a tumour^ 
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or part of a tumour which has ceased to grow. If the myoma which 
is so affected is pedunculated, it may become detached and set free, in 
the abdominal cavity if it is a subserous myoma, or in the uterine 



Fig. 1 y . — Calcareous (logeiioration of a subperitoneal myoma, a. Urethra, b. Bladder, 
c. Edge of gaj), result of ulceration in bladder wall. d. Edge of gap in capsule of 
myoma, also the result of ulceration. E. Calcified masses in centre of myoma. 
F.*Non-calcified remains of myoma. G. Capsule, ii. Fallopian tube. K. Ovary. 
L. Uterine cavity, m. Vagma. (From a specimen in the School of Physic, Trinit \ 
Collie, J)ublin.) 


cavity if it is a submucous myoma. If the entire capsule is calcified, 
the blood supply* of ^he tumour is shut off, and the tissue becomes 
necrotic. 


d egeneration. — In some cases the blood vessels of 
the myoma undergo a marked increase in number and size, so that the 
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structure of the tumour resembles that of a sponge. These tumours 
are known as mvernous oi tel^r^ew^ myomata. 

(7) Red degenerat ion. — This change consists in a necrosis of the 
tissue of the tumour accompanied by a diffuse red staining. .The degree 
of staining varies considerably, in some cases being merely a pink 
coloration, in others being so marked as to make a section of the 



Fig. 1 12. — ^Fibro-myoma of tlie uterus, undergoing rod degeneration, a, Fibrous tissue 
with a few muscle fibres, b, Fibrous tissue degenerate, c, Dilated vessel 

tumour resemble raw beet-steak {v. Fig. 112). JThe change, is most^ 
commonly associated with^ ^r^^^ is probably dueo^ t^ 

sudden cutting off by pressure of a rich blood supply ; the contained 
blood becomes laked, ar\d the haemoglobin thereupon stains the 
tissues. Re<J degeneration is not a very ccftnmbn phenomenon, 
though its minor degrees are liable to be overlooked. 

(8) Malignant deg eneration . — ^Sarcomatous degeneration is not of 
very uncommon occurrence, and is a possibility which must be 
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remembered when discussing the advisability of operative interference 
(t;. Fig. 113). It is a change which takes place very insidiously, and, 
when it is diagnosed, it is usually too late to remove the tumour com- 
pletely. Qarcinomatous degeneration is very much more rare than 
sarcomatous, inasmuch as it is probably only in a small proportion 
of cases that the pre-existing epithelium, which is necessary for the 



Fig. 113. — A sarc:t)ma occiirrirg in pro-cxistiiig libro-m 3 ’C)ma of uterus. A, Sarcoma 
tissue replacing fibro-miiscular tissue, u. Sarcoma tissue infiltrating fibro- 
muscular tissue, c, Fibro-niuscular tissue. • 

devefopment of the carcinoma, is found in a myoma. In these cases, 
the starting point of carcinoma is probably the same as the starting 
point of &deno-myoma of the uterus, viz., the remains of a Wolffian 
body, or portions of included uterine glands. Secondary involve- 
ment of^a myom^, by carcinoma starting in the endometrium, is an 
occasional occun;ence A typical example ‘of the manner in which 
such a condition begins is shown in the accompanyftig drawing 
(v. Fig. 114). . 

Symptoms, — The symptoms caused by myomata are a varying degree 

ft ft ’ • til 
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of menorrhagia, metrorrhagia, leucorrhoea, dysmenorrhoea, and pain. 
Symptoms produced by the pressure of the tumour on the pelvic and 
abdominal viscera are also usually present. 

It will be easily understood that the extent to which these symptoms 
occur varies greatly in different cases. Speaking generally, they may 
be said to depend iijmn the following points : — 

(1) The situation of the tumour, i.e., whether it is subperitoneal, 
interstitial, or submucous. 



Fig. 114. — Fibro-myoma of the uterus, associated with ad cno -carcinoma of the endo- 
metrium. A. Large subperitoneal myoma, on posterior wall of uterus, b. Inter- 
stitial myoma. c. Papillomatous malignant outgrovi^ths springing from .3,posteiior 
wall of uterine cavity. (From a specimen removed by the author.) 

(2) The condition of the endometrium. 

(3) The size of the tumour and the situation of the enhirged 

uterus. 

(4) The age of the patient. 

(5) The changes which the tumour is undergoing. 

(1) The Situation of the Tumour , — The situation ^ of the 
tumour affects to a marked extent the degree of menorrhagia 
and metrorrhagia, leucorrhcea and dysmenorrhoea — that is, the 
v arious symptoms of endometritis — as these symptoms to a large 
extent depend on the proximity of the myoma to the endome- 
trium. These symptoms are most marked in submucous myomata. 
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and are least marked or absent in pedunculated subpeiitoneal 
myomata. 

(2) The Condition oj the Endo)mtrium . — The condition of the endo- 
metrium haS naturally a maiked effect on the amount of haemorrhage 
(v. Fig. 115). Endometiitis is usually present in cases of myoma, and, 
according to its degree, tlie haunoiihage is piofuse and constant or 
slight and occasional. 

(3) The Size of the Tumour and the Situation of the Enlarged Uterus . — 
The size of the tumour also affects the amount of haemorrhage, unless 
the entire growth is subpeiitoneal. In all ca^es, a mvonia causes pres- 



Fig. 115. — Uterus, with multiple hbio-m^oiiidtd, most of which are submucous. 
There was maiked endometiitis also inesent. 

• 

sure symptoms in pioportion to its size and situation, and, if it should 
become impacted in the pelvis, these symptoms ^ill be very acute, and 
in neglected cases will exactly resemble those caused by an incarcerated 
retroverted uterus. In s uch cases a fatal termination may occur from 
retention and decomposition of urine, over-distension of the bladder, and 
slou^ing’tif tke bladder wall. If the tumour reaches an extreme size, 
intestinal artony maj^ result from pressure on the intestines, and cardiac 
distress and dyspnoea may result from pressure •upon the heart. 

(4) The Age of the Patient . — The symptoms of a myoma, iif so far as 
they are dependent on the blood supply of the tumour, tend to diminish 
at the onset of the menopause, because the uterine blood supply begins 

to lessen. In some cases, Ijie diminution may be so great that the 

12-2 
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patient returns to comparative health, whilst in others the change is 
scarcely noticeable. Too much importance has in the past been 
attached to the possibility of this improvement occurring, and many 
women have been alloAved to remain invalids for years in the hope that 
the onset of the menopause would bring relief. Now, however, it is 
becoming very widely recognised that in the majority of cases such a 
hope is illusory, and that only in cases of very small myomata can any 
improvement be expected. All the symptoms become worse at the 
onset of and during a menstrual period. 

(5) The Changes which the Tumour is undergoing . — The changes 
which the tumour undergoes have sometimes a marked effect upon 
the nature and amount of the uterine discharges. Thus, if calcification 
occurs, hajinorrhage and leucorrhoea are lessened. In fatty degenera- 
tion, haGinorrhage is also lessened, and though at first there is an increase 
in the leucorrhoea, after a time this discharge will also be diminished. 
In malignant degeneration, the discharge is at first profuse, And at 
intervals there may be severe haniiorrhages. As sooji as the maligna?'*!, 
growth becomes infected by saprophytic or septic bacteria, the discharge 
becomes sanious. If sloughing occurs, there is also a sanious discharge, 
and, if there is suppuration, pus escapes. 

Diagno sis . — The diagnosis of a myoma may be a very simple pro- 
cedure, or, on the other hand, it may be a matter of the greatest 
difficulty ; or it may even be impossible withoutj^ the aid of an 
exploratory laparotomy. The main points on which we depend in 
making a diagnosis are as follows : — 

(1) The existence of a tumour, usually multinodular, incorporated in 
or connected with the \iterus. 

(2) The palpation of both ovaries as bodies separate from the 
tumour. 

(3) The elimination of tbe possibility of pregnancy as a cause of the 
uterine enlargement. 

(4) In the case of submucous myomata, the projection of a tumour 
into the interior of the uterus, as determined by the sound or by digital 
exploration of the ut^ine cavity. 

(5) The history of the gradual growth of a tumoiK upwards from 
the pelviSj^ accompanied by menstrual disturbances as described 
above. 

In a typical case, on making a bimanual examination, aimtiltinodular 
tumour will be found, in which the uterus is incorporated,vand which 
mov< 3 s when the cervix is pulled upon. The ovaries are* felt lying 
alongside’ the tumour, and possibly their connection with it may be 
determined. The tumour may be freely movable, or on the other 
h^ul it may be firmly fi:x6d as a result of its impaction in the pelvis. 
In the case of a submucous or interstitial^myoma, the utems may ]^|e- 
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serve its shape, while at the same time it is enlarged to a varying extent. 
Such cases are readily confused with pregnancy, or, if the enlargement 
is but slight, with chronic corporeal myo-metritis. The diagnosis 
from pregnancy is made principally by the history of the patient, and 
by the character of the enlargement. In pregnancy, the uterus is 
softer, especially the lower uterine segment ; the body is more globular ; 
it may be possible to obtain internal ballottement ; and, when the sixth 
month is passed, it is possible to obtain the certain signs of pregnancy, 
i.c., to auscultate the foetal heart and to palpate the foetal parts. 

The diagnosis of a small submucous myoma is sometimes very diffi- 
cult. The tumour may not cause any noticeable increase in size in 
the uterus, and its presence may only be suspected from the symptoms 
of the patient. When the tumour projects from the inner surface 
of the uterus, it can usually be felt with the sound. If it cannot, then 
it may be necessary to introduce the huger into the uterine cavity after 
full dilatation of the cervical canal with sea-tangle tents. If even 
the finger cannot detect its presence, and the hsemorrhage continues 
in spite of curetting, and if there is still reason to think that a myoma 
may be present, the uterine wall may have to l)e incised and the 
cavity thoroughly explored. 

A myomatous uterus must also be distinguished from ovarian 
tumours, enlargement of the Fallopian tubes, extra-uterine pregnancy, 
a large retro-uterine haematocele, splenic and renal tumours, and 
malignant growths which have extended into the pelvis from any 
; abdominal organ. A myoma, such as that shown in the accompanying 
i drawing (f. Fig. Ilf), can be readily mistaken for an ovarian tumour, 
I cystic tubes, or a hoematocele in Douglas’ pouch, or for the body of an 
I enlarged retroverteS uterus. • 

* Prognosis . — The prognosis, and hence the treatment of myomata, 
depend upon conditions very similar to those which influence the 
symptoms, i.c., the situation and size of the tumour, the changes which 
may take place or are taking place in it, and the age of the patient. 
Myomata may# cause death by the continued loss of blood; by the 
debilitating effect of profuse leucorrhoeal discharge ; by the pressure 
they exert upon vital organs ; or by forming the starting point of 
malignant growth^.^ On the other hand, subperitoncal, and sometimes 
mter^itial, myomata of quite small size, which do not cause any 
symptojps, and do not increase in size, may as a general rule be con- 
sidered to Ibe harmless. If, however, an opportunity occurs for their 
removal, they ought to be removed. 

Treatment . — The treatment of myomata is somewhat complex, as so 
much depends upon the nature and circumstances of eacL individual 
;v^se. The various measures which are adopted wilfbe best considered 
. under two heads : — 
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I. Palliative treatment — that is, the adoption of measures 
directed towards the relief of the symptoms and the checking 
of the growth of the tumour. 

II. Radical treatment — that is, the removal of the myoma either 
with, or without, the removal of the uterus. 

1. Palliative Treatment. — Palliative measures consist in the 
adoption of one or more of the following lines of treatment : — 

(a) The free use of such drugs as Ergot, Hydrastis Canadensis, and 
Cannabis Indica. Any good preparation of Liquid Extract of Ergot 



Fig. IIH. — A subpcritoneal myoma s]>rinjxing Iron) tho ])osicnor corvical wall, and 
lying behind the perilono.um, which forms the post(‘iior wall of Douglas’ pouch, 
u. Uterus, d.p. Douglas’ })ouch. i*. IVritoneum. m. Myoma springing from 
cervix. (From a specimen in the ))osses.sion of I)i. Earl.) 

may be used instead, the dose consisting of from twenty to thirty 
minims at each injection. Ergot will probably tend to limit the blood 
supply of the uterus, and so to check the haemorrhage and the growth 
of the tumour in some cases, but it is most uncertain and unsatis- 
factory in its action. ‘'The Liquid Extract of Hydrastis Canadensis 
is administered by the mouth in doses of from ten to fifteen lA'inims 
three times a day, and the Tincture of Cannabis Indica in doses of from 
five to fifteen minims. 

(b) The use of X-rays, a line of treatment which hast received a 
considerable amount of attention of late. « 

•(c) Curetting. The effect of curetting is to repiove the diseased 
endometrium which commonly is present in association with myomata, 
and in this way, in some cases, it brings about a temporary relief of 
the symptoms. This reKef will be of longer or shorter duration 
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according as i7he myoma is subserous or close to the endometrium. 
In the latter case, the benefit is extremely transitory. Curetting is 
often of value as a preliminary to a more radical operation, by 
removing an endometrium which may be in a septic condition. 

II. Radical Treatment. — Operations for the removal of myomata 
fall under two heads : — 

(1) Those involving the removal of both the uterus and the myoma. 

(2) Those involving the removal of the myoma alone. 

(1) Hyste rectomy is the (operation most frequently performed in the 
case of large myomata. The form of hysterectomy which is chosen 
in any particular case depends upon the size and position of the 
tumour. Partial or supravaginal hysterectomy is the operation 
of choice. Total ventral hysterectomy is only indicated in the 
presence of infection, or of associated malignant disease, or if the 
position of the tumour prevents the isolation of the cervix. Vaginal 
hysterectomy, without any preliminary reduction in size of the 
uterus, is rarely possible in the case of a myomatous uterus, owing 
to want of room. 

(2) The removal of the myoma alone is known as myomectomy, 
a term which includes the excisimi of a pedunculated myoma, by cutting 
across the pedicle, and the shelling out of a sessile or interstitial myoma. 
Myomectomy can be carried out by the abdominal or the vaginal route. 
The abdominal route is the more suitable in the case of a peduncu- 
lated subperitoneal myoma, or of a non-peduuculated subperitoneal or 
interstitial myoma. In the former case, the pedicle if thin can be 
simply tied and cut; if thick, it can be cut across by a wedge-shaped 
incision, and its ed|;es brought together by siitures. In the latter case, 
the capsule of the myoma is incised, and the tumour is shelled out 
of its bed, the resultant cavity being closed by continuous sutures, 
or by mattress sutures, according to its size. Vaginal myomec- 
tomy, on the other hand, is always indicated when pedunculated or 
sessile submu^:ous myomata protrude into the uterine cavity, and 
also sometimes in the case of such small subperitoneal myomata as 
can be easily reached from the vagina througli the anterior or posterior 
fornTx. 

Pedunculated submucous myomata, or “ fibrous polyjri,” which have 
been expelled from the uterine cavity, are very easily removed by this 
methoS. •In their case, it is only necessary to seize the polypus with 
a strong forceps ^nd to twist it gradually away if the pedicle is thin, or, 
if the latter is V6ffy thick, to divide it with scissors after first tying it. 
if it is accessible. If there is any difficulty in checking the hscinor- 
rhage, the uterys must be firmly plugged with gauze. 

Sessile submucoUs myomata, or polypi which have not been expelled 
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from the uterus, can be removed in one of two ways. .Either the 
cervix may be dilated by means of sea-tangle tents and Hegar’s 
dilators and the tumour then removed, if a polypus, by twisting it 
away, and if a sessile tumour, by gradually cutting it avfay with a 
Schultze’s spoon forceps, or the anterior wall of the uterus may be 
incised after first separating the bladder as in a vaginal coeliotomy, the 
tumour enucleated, and the incision sutured. If the tumour is of 
large size, it may be necessary to remove it piecemeal — so-called 
morcellation. 

As we have now mentioned the diffei(‘nt methods of treating 
myomata of the uterus, we must go on to discuss briefly the rules 
which ought to guide us in deciding upon the proper course to adopt 
ill any given case. First, we must decide between palliative and 
radical treatment. Every myoma which causes sufficient symptoms 
^ bring a patient to seek medical aid should be removed ; the 
earlier the operation is perfoimed the easier it will be, and the greate.’ 
will be the possibility of saving the uteius. Difficult and dangerous 
operations are the lesult of cxpectani treatment. In the case ol 
a married woman, the chances of childbirth are increased by early 
operation. It may be taken as a general rule that, if a woman 
within the child-bearing period has a myoma which w^ould not prevent 
pregnancy, it can be removed by myomectomy, and that, if hysterec- 
tomy is necessary, a successful pregnancy w^ould have been impossible, 
owing to the number or the positions of the tumours. 

Secondly, w^e must decide wffiat form of radical treatment is to be 
adopted. There is one general piinciple which applies wdienever the 
patient has not reached the menopause, and this is never to remove 
more than is necessary. The only exception to this rule is when the 
patient is so WTak from previous haemorihage or other debilitating 
conditions that the length of the operation is of supreme importance. 
Under these conditions, we select whatever form of operative procedure 
is the shortest. Otherwise, ^tlm tumour can be removed aUme and 
tjie uterus left, w^e should only remove the tumour. If ‘it is necessary 
to remove the uterus alsv, and the ovaries are healthy, the latter must 
always be left. Only when the ovaries are diseased, or when the situa- 
tion of the tumour makes it impossible to leave them behind, should 
both ovaries and uterus be removed. Accordingly, in all.casfts in 
which myomectomy is possible, it should be performed. JK^tUe.iwmour 
is^mall, and is projecting into the uterine cavity, it should be ^moved 
by, the vaginal route; i( it is projeccing through 'the cervix into” 
Tli7‘ vaglria, [i should also be removed by this^roufe, whether large 
ji small ; in all other cases, the abdominal route is preferable. If 
myomectomy cannot be performed, then hysterectomy becomes 
necessary. 
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In what cases is 'it impossible to perform myomectomy ? Theo- 
retically speaking, myomectomy is possible in every case. Practically, 
however, one has to consider the length of the operation, and the 
condition in which the uterus is left. There are three types ..of case in 
which the ^eration is clearly contra-indicated : — Firsts 
number of myomata is excessive, and the tumours invade the uterine 
^11 in alT^ irections ; secondlj^ where they are in such intimate 
relation to the peritoneum as to make it impossible to get proper 
covermg for the cavities left in the uterine wall ; thirdly, where the 
tumours are situated in positions in which it would be very difficult to 



Fig. 117. — Adeno-myoma of tho uterus seen under a high power. 

• 

control the bldfeding after their removal. Thus the most suitable type 
of case for myomectomy is where a large and single interstitial myoma 
gro\^«i near the fundus, the most unsuitable type where a number of 
myomata grow in relation to the lower uterine segment and the uterine 
artertes. , In the selection of cases much depends on the experience of 
the operato. 


* Adeno-myoma. • 

Adeno-myoma is the term applied to a fibro-myoma in which epithelia 
glandular^structures are embedded. Th^se structures are found not in 
^ the capsule of the tumour, but in the actual new growth itself. 
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Pathology , — Most of these tumours begin as a diffuse myomatous 
thickening of the uterine muscle. This thickened tissue contains 
chinks or crevices into which the normal mucous membrane grows, 
thus carrying into it glandular elements. Later, pieces of this tissue 
become nipped off, and are carried either towards the outer or inner 
surface of the uterus, in which case we find either subperitoneal or 
intra-hgamentary adenomyornata or submucous adeno-myomata. A 
diffuse adeno-myoma presents a very coarse appearance, owing to the 
muscle bundles which run in all directions. The spaces between the 
bundles are filled with translucent tissue, which represents the areas 
of glandular elements. When these elements are the result of inclusion 
of uterine mucosa, occasionally a direct connection with the mucosa 
can be traced. Sometimes the glandular areas become cystic, and 
are filled either with mucus secreted by the glands, or with blood. 
Such tumours are known as cystic adeno-myomata, and occasionally 
the cyst may reach a very considerable size. 

Syynptoms.—T\i^ symptoms of these tumours are in the main very 
similar to those of the ordinary type of myoma. 

Treatment , — The treatment is similar to that of the ordinary type of 
myoma, namely myomectomy if the tumour can be definitely removed, 
otherwise supra-vaginal hysterectomy. In cases of diffuse adeno- 
myoma hysterectomy is always indicated. 
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Malignant N(M_>])la'^nis : Caroiiioina of fho liody ; (Urciiionia of Ihc^Oorvix ; Sarcoma ; 
Eiidotliclionia ; ( -horion-Epitholioji»a. OjKTatioii : — Ciirottmg and Cauterisation 
of Iiiopcrablc Malignant Dis^-asc. 


MALIGNANT NEOPLASMS OF THE UTERUS. 

The malignant neoplasms, which arc met with in the uterus, are as 
follows : — 

^ I. Carcinoma. 

II. Sarcoma. 

III. Endothelioma. 

IV. Chorion-epithelioma. 

carcinoma of the Uterus. 

CJylindrical-cell(*d cancer or adeiio-carcinoma may start in the uterine 
or in the cervical glands. S(|uanious-cclled cancer can only arise out- 
side the os externum, that is in that portion of the cervix which is 
covered with compound S(j[uamous epithelium. We shall discuss cancer 
of the body and of the cervix separately. 

• 

• 

CArcjnoma of the Body. — Cancer of the body is always cylindrical- 
celled, save in the exceptional cases in which it is secondary to a pre- 
existing growth in the cervix. It is a comparatively rare disease, and 
occurs usually in women between the ages of fifty and sixty, and more 
frequently in nulliparous than in parous women. It is not infrequently 
associated with myomata of the uterus. 

Pathological Anatomy . — The growth starts from the cylindrical 
epitfielium of the uterine glands, and is in fact an adeno-carcinoma. It 
then continues to develop in one of two ways : — as a circumscribed 
growth, or as a diffuse growth. The circumscribed form is the rarer of 
the tvfo. • In it, a tumour — sessile or slightly pedunculated — ^is found 
springing from some portion of the uterine wall, while the remainder of 
the mucous meipbrane is quite unaffected («►. Fig. 118). In the diffuse 
form the disease involves all, or the greater part of, the endometrium, 
and then spreads outwards into the muscular coat (v. Fig. 119). As the 
growth of the disease continues, the ent?t^ body of the uterus becomes 
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affected, but extension rarely, if ever, takes place into the cervix. 
Extension takes place into the broad ligaments, and subperitoneally all 
round the uterus ; and, finally, any of the neighbouring organs may be 
involved, and metastases may occur in the liver and lungs. ^ 
Symptoms , — The earliest symptom of cancer of the body of the uterus 
is the occurrence of a watery and blood-stained discharge, which very 
quickly becomes sanious, owing to the infection of necrotic tissue by 
saprophytic organisms. At the same time, or later, there is constant 
pain resembling that caused by metritis. As the growth spreads, the 
discharge increases, and there may be profuse attacks of haemorrhage 
owing to ulceration of the walls of vessels. The pain also increases as 
the trunks of the sacral nerves become involved. If there is much 



sloughing, the patient may have the symptoms of septic absorption, 
and the infection may travel to the peritoneal cavity and cause a 
general peritonitis. In the last stages, the ureters may be compressed, 
causing suppression of urine and coTisequcnt ura)mic poisoning. ^ 
Diagnosis , — Cancer of the body of the uterus in its eacly stages may 
be suspected from the ^foregoing symptoms, especially if they are 
associated with a more or less uniform enlargement of the uterus. Its 
existence can be confirmed by the removal, and subsequent micro- 
scopical examination, of a fragment of the endometrium. Cancer of 
the body may be very closely simulated, so far as the symptojns and 
physical signs are concerned, by a sloughing submucous m^oma, and 
also by some of the forms of endometritis and particularly by senile 
endometritis. Moreover, it is by no means uncsmmnn for malignant 
disease of the endometrium to be associated with myomata, and in 
such cases the microscope affo:qds the o^ly means of diagnosis. The only 
condition which may be Confused .with : maUgnant disease, ^yen if 
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a careful microscopical examination is made, is glandular endometritis, 
owing to the hypeiplasia of the glands. 



Pig. 119 — Diffuse carcinoma of the uterus. A, Seoondaiy depo'^it in ovaiy B, Inhltiation along the course of the 

mfundibulo pelvic ligament 
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and for this a portion of the endometrium must be removed for micro- 
scopical examination in every case in which persistent and irregular 
haemorrhages occur in an elderly woman. The same course must 
also be adopted in the case of young women where recurrent haemor- 
rhages do not cease after the ordinary treatment of these cases — 
curetting, etc. — has been tried. 

Prognosis . — If the uterus is removed before the neighbouring tissues 
or glands are implicated, the prognosis is good. However, unfortu- 
nately, the patient is not always seen at such an early stage. In 
inoperable cases, or in cases in which after operation the growth 



Fig. 120. — Early adeuo-carcinoma of the body of the uterus. 

% 

returns, death will occur from one or other of tlie following 
causes : — 4 


( 1 ) Uraemia from compression of the ureters. 

( 2 ) Septic absorption from the sloughing tumour. 

(3) Peritonitis from the same cause. • 

(4) Anaemia due to long-continued haemorrhage, or syncqpe^from 

a sudden attack due to the ulceration of the wallai of a 
, blood-vessel. * 

(5) Intestinal obstruction due to extension ol the cancer to the 

intestines. 

( 6 ) Secondary infection of the lungs. 

(7) Simple exhaustion. 
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Treatment , — The treatment of all forms of malignant disease of the 
uterus is identical, and will be discussed later (v. page 207). 

Carcinoma op the Cervix. — Cancer of the cervix may be either 
squamous-celled, when the growth starts in the portion of the cervix 



Fi(3. 121. — EpjthHioma of cenix in an early staire, se(‘ii from below. 



Fig. 1^2. — Papillary squamous-celled cancer of cervix in a more advanced stage. 
• (J scale.) {Clark.) 


which i% covered by compound squamous epithelium, or cylindrical- 
celled, when it sthrts as an adeno-carcinoma,from the cervical glands. 
Squamous-celled* cancer, or epithelioma of the cervix, is, much more 
common than is cancer of the body, and may occur at any time between 
the ages of twdhty-five and sixty. • Praotically speaking, it is only 
met with in women who have borne children. 
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Pathological Anatomy. — Clinically, cancer of the cervix is met with 
in one of three forms : — 

(1) A papillary or prohferating form, in which a warty, cauliflower- 
Uke mass is found projecting downwards into the vagii;\a. This is 
usually a squamous-celled growth (v. Figs. 121 — 123). 

(2) An ulcerative form, in which the malignant growth, starting in 
the cervical canal, has extended outwards into the cervical and para- 
cervipal tissue, without invading the external mucous membrane 
(v. Fig. 125). In the later stages the mucous membrane becomes 



Fig. 123. — Epithelioma of the coivix growing in the posterior lip (mesial section). 

A. Aioa of disease. 

involved, and the entire cervix is eaten away, so that on passing a 
finger into the vagina a large cavity is found at the top. resembling an 
inverted crater (v. Fig. 124). This may be either a squamous or cyliii- 
drical-celled growth. 

(3) A nodular form, in which the disease starts as one or more'^small 
kernel-like masses in the cervical tissue (v. Fig. 126). As these masses 
come to the surface and increase in size, the nodular condition dis- 
appears and a papillary mass is formed. This is usually a «yhndrical- 
celled growth. ^ 

Uancer of the cervix does not often extend Jnto the body of the 
uterus, but 'cases have been recorded in which nodules of squamous- 
celled cancer have been found in the body, or in which jbhere has been a, 
direct connection with pre-existing cancer of the cervix (Figs. 127, 129)^ 
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Symptoms . — The symptoms resemble those of cancer of the boily. 
In the early stages, they may be very slightly marked, the unfortunate 



Fio. 126. — Adcno-carcinoma of ilic corvi.v, showing iiodnlat niassus in the cervical 
tissue, and only slight involvement of the, mneous membrane of the vaginal 
portion of the cervix. (Natural sr/e.) 



Fio. 127. — Adeno-carcinoma of the cervix, invading both body B and cervix A. 


result of vvfp’cli is, that frequently a patient do^ not obtain medical 
advice until it is top late for anything to be done.^ The later symptoms 
a^e the result of the, invasior of the neighbouring organs by the growth. 
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Fia. 129. — Epithelioma of cervix with secondary deposit in the fijndus. C.C. Cervical 
cancer. C.V. EKtension to vagina. V.. Vagina. C.E. Extension to fundus. 
(From a specimen removed bv the author.) * 

33-2 
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UrsBmia may occur from obstruction of the ureters, intestinal obstruc- 
tion or a recto- vaginal fistula from involvement of the rectum, or a 
vesico-vaginal fistula from involvement of the bladder. Finally, 
metastatic growths may occur throughout the body. 

Prognosis . — The prognosis in cancer of the cervix, even after 
early operation, is rather worse than the prognosis in cancer of 
the body, inasmuch as the liability to its return seems to be 
greater. When operation is not performed, or when the growth 
returns after operation, the causes of death are the same as in cancer 
of the body. 

Treatment The treatment of uterine cancer will be discussed later 
[v. page 207). 


Sarcoma of the Uterus. 

Sarcoma usually occurs during the child-bearing period. In this 
respect it differs from cancer, which is more common near the meno- 
pause. It is also very much rarer than cancer, and, of the different 
forms, cervical sarcoma is the rarest. 

Varieties .- forms of uterine sarcoma are met with.: — 

(1) Cervical sarcoma, or cystic myxo-sarcoma of the cervix. 

(2) Spindle-celled sarcoma of the muscular coat of the uterus, or 
fibro-sacroma. 

(3) Round-celled sarcoma of the endometrium. 

Pathological Anatomy . — Cervical sarcoma starts as a collection of 
polypi, resembling mucous polypi, hanging from the cervix. These 
polypi are soft, semi-cystic, and grow rapidly, until finally the mass 
resembles a bunch of grapes (u Fig. 130). Cervical sarcoma may also 
occur as a more diffuse form, clinically resembling squamous-celled 
carcinoma. Spindle-celled fibro-sarcoma starts in the thickness of the 
muscular coat of the uterus, and grows in a circumscribed manner. It 
is doubtful whether this form starts as a sarcoma, or whether it is the 
result of sarcomatous degeneration taking place jn a pte-existing 
myoma. Round-celled sarcoma of the endometrium occurs in two 
varieties :-*-as a locklised sessile or pedunculated growth which 
grows rapidly (Fig. 131), and as a diffuse malignant degeitferation 
w'hich affects part of or the entire endometrium. In the ppduncu- 
lated variety a sarcomatous polypus possessing all the microscopical 
characteristics of a benign fibrous polypus may hang down into the 
vagina, a fact which emphasises the importance of examiiling micro- ' 
scopically all forms of polypoid growths from thq cervix or from the 
uterine cavity. The sarcoma breaks d6wn readily. 

Symptoms .— symptoms of the cervical f orm^ are at first very , 
slightly marked, but, as the sarcoma grows, symptoms result simHar 
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to tliose found in cancer of the cervix. The circumscribed fibro- 
sarcoma causes at first symptoms like those of a myoma, save that 
it grows more rapidly. At a later stage, it gives rise to the usual 



Fig. 130. — Cystic niyxo -sarcoma, or grape-like sarcoma, of the cervix. 

• ^ {Kiistner.) 

1 

symptoms of . malignant disease. A pedunculated sarcoma of the 
endometrium gives rise at first to no particular* symptoma. Diffuse 
sarcoma of the endometrium causes similar symptoms to cancer of 
the body, with* perhaps the exception * tiiat the pain is less. A 
tolerably common accompaniment of this form of sarcoma is hsemato- 
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metra, i.c., an accumulation of blood in the uterus, the result of the 
cervix becoming occluded by the growth of the tumour. 

Diagnosis , — The diagnosis of cervical sarcoma can usually be 
made from the characteristic appearance of the growth hanging 
from the cervix. In sarcoma of the body, the uterus is more or 
less uniformly enlarged according as the disease is far advanced 
or not. If the disease has spread beyond the uterus, infiltrating 
masses can be felt in the pelvic connective tissue. When the growth 
has reached this stage, its further course resembles that of cancer. 



Fig. 131. — Early sarcoma of tho body of the uterus. (Natural size.) {Cullen.) 


In the early stages, the diagnosis can seldom be mado without 
a microscopical examination. Fibro-sarcoma and pedunculated 
sarcoma of the endometrium are very likely to be mistaken for 
myomata. . 

Prognosis . — The prognosis is more favourable than that oi cancer 
if the case is operated ou at a comparatively early. stage, as^sarcoma 
generjilises itself less rapyily. In cases which are nf)t operated upon, 
the piognobjs is the sstme as that of cancer, aiift dedth usually comes 
about in a similar manner. 

Treatment . — The freatin^it of uterine malignant dli^ase will be dis- 
cussed later {v. page 207). 
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Endothelioma and Perithelioma of the Uterus. 

Endothelioma of the uterus, though not recognised until within the 
last few years, is probably not as rare as is generally supposed. It 



may occur anywhere in the uterine wall, but in most of t^e recorded 
cases the cervix has been the part aff^ted. ^ Both macroscopically and 
microscopically endothelioma closely resembles carcinoma, but the 
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cells of which it is composed are endothelium, and not epithelium. In 
most cases the tumour originates in the endothelium lining the lymph 
canals, but in some cases, known as peritoneal cancer^ it starts in the 
peritoneum. Endothelioma of the cervix, starting from . the lymph- 
canals, bears a close resemblance to the ordinary epithelioma. The 
mucous membrane is, however, intact, and the nodules of the tumour 
are buried in the cervical wall. Later on, as the tumour enlarges, 
ulceration occurs. Under the microscope the tissue appears to be 
made up of patches of large flat cells, each patch being in direct relation 
to a lymphatic space. The cells are not as large as those found in 



FlO. 133. — Sarcoma of the uterus, a. Muscle of uUtus. b. Sarcoma cells 
infiltrating the muscle. 400. {Wigham.) 

ir 

squamous cancer, and there is not the same tendency for atypical 
forms to occur. The glands are unaffected. 

When the tumour starts in the endothelium of the peritoneum, 
the cells are similar to the normal cells of tlie peritoneum. A direct 
continuity may be traced between the peritoneum and the infiltrating 
masses of cells. The uterus undergoes a uniform enlargement. » There 
is a great tendency to dissemination throughout the peritonea^ cavity. 

Perithelioma is an endqthelial tumour originating tn the eells lining 
a capillary Ijlood-vessd. A collection of ceils, ‘many layers deep, is 
arranged radially round each vessel. In its course, this tumour 
closely resembles the ordins^ry endothelioma. 

Diagnosis, — The. diagnosis between these tumours and the njore . 
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common forms of malignant disease can only be made by microscopic 
examination, after removal of the tumour. 

Treatment , — The treatment is similar to that of cancer of the uterus 
(v. page 2Q7). 

Chorion-Epithelioma. 

Chorion-epithelioma is the term applied to a malignant groivth which 
starts in the uterus, presumably from the foetal membranes ; invades 
the uterine wall ; causes metastases in other organs ; and quickly 
brings about the death of the patiejit. 

JEtiology . — The a)tiology of chorion-epithelioma was for a long time 



Fig. 134. — Chorion-cpitliolioma, showing alveola?* {xriangcnicnt of the j?rimary 
• tumour, y (>0. {William^}.) 

most oJ)scure, and many different theories were brought forward to 
account for itt Now, however, it is generally recognised that the 
tumour arises from both layers of epithelial govering of the chorionic 
villi. These layers are known respectively as the syncytium and 
the trophoblast. They are both derived from the trophoblast, i.e., 
the layer of cells that invest the very early ovum. 

The growing trophoblast, as was long suspected, possesses the power 
of inva^irfg and destroying the maternal tissues up to a certain point, 
where apparently the resistance of the maternal tissues becomes suffi- 
cient to check this action and an equilibrium is established. Some- 
times, however, this resistance is ineffective, and the growth of 
the epithelial layers continue with qf without accompanying invasion 
of the maternal tissues. In the case of the simple vesicular mole. 
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the epithelial layers proliferate, but their power of maternal invasion 
is not increased. In the malignant vesicular mole, all the elements 
of the villi proliferate and invade the uterine wall, the epithelial layer, 
however, being apparently the active agent of destruction. In the 
pure chorion-epithelioma, the epithelial layers alone proliferate and 
invade the uterine \vall, and no trace of the mesoblastic core of the 
villus is found. 



Fig. 135. — Chorion-cpithdioma filling the uteius. A. Ovary. (F^om a specimen 
removed by the author.) (Drawing borrowed from author’s “Manual of 
Midwifery.”) * 


Pathological Anatomy . — The growth at first appears as a peduncu- 
lated or sessile tumour, varying in size between that of a pea and that 
of an orange. It is attached to the uterine wall and bulges somewhat 
into the uterine cavity. In consistency, it is friable and easily broken 
dow.n by the curette ; it is^eyish in colour and markefti here and there 
by large haemorrhagic' areas. As it grows, "it extends into the 
uterine muscle, and spreads aloug it in isolated nodules over which the 
mucous membrane is at first^unaltered. Finally, howevi^r, the mucous 
membrane lining a* great part of the cavity becomes involved and . 


Pledbe VIII. 



Chorion epithelioma of the uterus. X 84. (Jolly). 



ChorioB epithelfotoia of the uterus. X 450. (Jotly). 
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destroyed. The entire cavity then becomes filled by a fungating mass 
of placenta-like substance, which breaks down readily under the finger 
or curette, and bleeds freely (Fig. 135). Metastatic growths are the 
result of emboli carried along in the blood-stream, or of the direct 
implantation of fragments of the gro^vth on wound-surfaces. They 



Fig. fto. — Chorion-epithelioma. Secondary deposits in the lung. A. Vaginal deposit 
(full size). (Drawing borrowed from author’s “ Manual of Midwifery.”) 


are foumd most commonly in the lungs and vagina, also in the broad 
ligaments, and in the liver, heart, and other viscera (v. Fig. 136). 

The histological character of the growth Remands some considera- 
tion. Speaking geneSIally, the growth is fouifd to be ^^omposed of 
blood-clot, cellular elements, and chorionic villi. The cellular elements 
are of two tyjtes : — Large polyhedial cel]^, which stain lightly, and 
whose large nuclei show a wide intra-nuclear netwwk, divided from 


204 


DISEASES OF THE UTERUS, 


Langhans’ layer. Multinucleated deeply staining protoplasmic masses 
of all varieties of shape, whose nuclei are extremely rich in chromatin 
and show no wide intra-nuclear network as in the other cells, derived 
from the syncytium. « 

On section of the tumour, three areas may be determined micro- 
scopically : — 

(1) A submucous or peripheral area, which forms the main bulk of 
the tumour mass, and is often necrotic in ^character. It is composed 
of fibrin and cellular elements in all stages of degeneration. 



Fig. 137. — Chorion -opithdioma, showing s^nc^tjal inasst*s invading ^ venous ^channel. 

[Williams ) 


(2) A cellular area, constituting the tumour proper, which is cgm- 
posed entirely of actively proliferating cellular elements and chorionic 
villi mixed with free uncoagulated blood. 

(3) An area of infiltration in which may be seen cells and proto- 

plasmic massps, isolated and in groups, insinuating themselves ipto the 
blood channels and surrounded by the muscle fibres of the uterine wall. 
In tins area, chorionic villi are not found. • * 

if 

Symptoms . — The earliest symptom of chorion-epithelioma consists 
in a recurrence of irregular hsemoij'hages within a few weeks after an 
abortion or the expulsion of a vesicular mole. In a few cases, the 
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hflemorrhage does not begin until some months after the abortion, 
but this is quite exceptional, and, in such cases, it is possible that in 
the interval the patient has had another abortion. The haemorrhage 
is, as a rule, considerable in amount. In the intervals between the 
attacks, tWe is a more or less foetid, watery, and blood-stained dis- 
charge. Each day the patient’s general condition becomes worse, as a 
result of the haemorrhages, and cachexia is caused by absorption 
from the necrosing growth, and at a later stage by the occurrence of 
metastases. , Her temperature rises as soon as intra-uterine decornposi- 



• Fig. 138. — Chorion-epithelioma of uterus. The tumour-cells are all of Langhans’ 
type, syncytial elements being absent. 

tion occurs, and assumes a hectic type. Usually, the first symptom of 
metastases is the occurrence of a persistent cough due to extension 
to the lungs, auscultation of whioh will reveal the existence of patches 
of Consolidation. At the same time metastases may appear in the 
vagina. They occur as small dark-red or purple tumours which vary 
in size ?rom that of a pea upwards, and which closely resemble 
thrombosed veins. 

On Vaginal examination, the cervix is found to be sonSetimes closed 
and sometimes* pa^jilous. If the finger h passed into the uterine 
cavity, a fungating growth is felt which more or less fills the cavity 
according to the stage it has reached, and which breaks down readily 
under the finger. The body of the uterifls enlarges rapidly in proper- 
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tion to the growth of the tumour, and may rise above the level of the 
pelvic brim. 

Diagnosis , — The diagnosis of chorion- epithelioma is not difficult, 
once our attention is directed to the possibility of its presence. We 
cannot draw attention too strongly to the necessity for carefu! bimanual 
examination in all cases in which hscmonhage recurs after pregnancy. 
If the uterus is not enlarged, it will be sufficient to curette it and 
examine the scrap'ngs microscopically, but, if it is enlarged, the finger 
should be passed into it and the cavity e:aplored. A chorion -epithe- 
lioma may, in an early stage, be confounded with a small submucous 
myoma ; a distinction can be made by noting the ease with which, 
in the former case, the growth is broken down with the finger or 
curette. In a later stage, it may be mistaken for portions of retained 
and decomposing, placental tissue. As the retention of such fragments 
is alwa 3 "S possible after abortion or labour, this is a very natural and 
probable mistake to make. It can, howevei\ be avoided, first, by noting 
that it is impossible to remove all the fungating mass which fills the 
uterine cavity in the case of a chorion-epithelioma, while this as a rule 
can easily be done in the case of retained portions of placenta ; and, 
secondly, by submitting the removed fragments to a competent patho- 
logist for examination. In selecting portions for microscopical 
examination, the superficial parts of the growth must be avoided, as 
these usually consist of little but necrosed tissue and blood-clot. The 
characteristic appearances will only be found when the removed 
portion conies from the neighbourhood of the spreading edge of the 
growth. 

Treatment.- - treatment of chorion-epithelioma is similar to that 

of other forms of malignant disease of the uterus. If operation is 
possible it must be performed at the earliest moment on account 
of the rapidity with which metastases form. The patient from 
whom Figs. 13o and 136 were made died within three days of the first 
appearance of any signs of pulmonary involvement. The presence of 
metastases is not always a contra-indication to oper|ttion, As it is 
believed that sometimes they are absorbed or otherwise destroyed by 
the surrounding tissues ;• consequently, hysterectomy should be per- 
formed whenever the condition of the patient offers a hope that«she 
will be able to stand the attendant shock. 

Prognosis . — The prognosis in' chorion-epithelioma, which is not 
operated upon, is, so far as we at present know, absolutely bi.d,*deatb 
occurring within a period varying from some weeks to six Aonths, 
according to the rapidity with which the tumour gro^s. Death may 
be directly due to haemorrhage, to septic absorption, or to metastatic 
pneumonia. If the uterus has been completely removed, and there 
are not any metastases present, th^ prognosis is good. 
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The Treatment of Malignant Disease of the Uterus. 

Malignant disease of the uterus must always be treated, no matter 
wdiat its foim, in the most radical manner possible under the circum- 
stances of the case. If the growth is not so far advanced as to render 
its removal impossible, radical abdominal hysterectomy accompanied 
by the removal of the glands into which the uterine lymphatics drain 
is definitely indicated. If hysterectomy can be successfully carried 
through, even though every fjagment of the growth cannot be removed, 
many opeiators consider it is still indicated, on account of the painful 
symptoms that acconjpany the spread and the breaking down of the 
primary grow’th and the comparatively less distressing symptoms that 
attend a recurrence when the primary growth has been removed. If 
hvsterectomy is out of the cjuestion, then removal of as much of the 
growth as possible, by means ot the curette or the cautery, must 
be carried out as will b(' described. By so doing, not alone the 
coinfoit of the patient, but also her life, are somewhat prolonged. 
The only conditions under which no local treatment should be adopted 
are where the patient is already so exhausted by the growth of the 
disease that the administration of an ana'sthetic is impossible, or where 
one fears even to scrape away tfie prominent parts of the growth on 
account of the danger of making a fistula communicating with the 
bladder or rectum. 

The modern operative treatment of cancer of the uterus consists in 
the removal of the uterus as a whole, accompanied by the lemoval of 
the broad ligaments and of as much of the parametric tissue as can 
be dissected out, also of as much of the vagina as is involved in the 
growth, and finally of the glands into whiclj the uterine lymphatics 
drain. 'These glands are principally to be found round the iliac 
vessels and just below the bifui cation of the aorta, and in some cases 
it •may also be necessary, if possible, to remove the glands lying 
beside the lumbar aoita. The type of hysterectomy that is almost 
invariably performed in these cases is that introduced by Wertheim. 
This operation is carried out by the abdominal route, and allows a 
very free dissection of the uterus and of th^ pelvic glands. Occa- 
sionaliy, when the disease has extended a considerable way down the 
vagina, it may be advisable to associate with the Wertheim hysterec- 
tomy a complete extirpation of the vagina. Such a procedure 
necessartly^dds to the length of the operation, and therefore is not 
desirable tunless it is essential. It does not, however, add quite as 
much as might be expected, because, although^the vaginal extirpH- 
tion takes time, still, as it facilitates the subsequent hysterectomy, 
the total time is not so long. 

If the disease* is too extensive to •permit of a’ radical cure, then 



208 


DISEASES OF THE UTERUS. 


temporary relief can be afforded by curetting and cauterising the 
interior of the uterus or the cervix and the upper part of the vagina, as 
the case may be. If this procedure is properly carried. out, all the 
superficial parts of the growth are removed, and, as a result, great 
benefit is caused by checking for the time being the sanious discharge 
and the haemorrhage. Of late the treatment of cancer of the uterus 
by means of radium has received a great deal of attention, and 
apparent cures of inoperable cases have been recorded. 

OPERATION. 

The following operation will be discussed here : — 


CURETTING AND CAUTERISATION OF IRREMOVABLE 
MALIGNANT DISEASE. 

The most suitable treatment of malignant disease of the uterus or 
vagina which is too advanced for radical treatment, and which causes 
haemorrhage or profuse foetid discharge, is afionled by curetting away 
the malignant growth so far as possible, and then cauterising, the 
walls of the resultant cavity. 

Indications . — All cases of inoperable malignant disease, accompanied 
by haemorrhage or foetid discharge, in which the extent of the growth 
is not so great as to render it impossible to carry out the treatment 
without opening into the peritoneal cavity, the bladder, or the rectum, 
are benefited by this treatment. In some cases the benefit may l&st 
for only a few weeks, but in other cases, in which the cancer is slow- 
growing, benefit may be^ obtained for many months or even longer. 

Instruments . — The following instruments are required : — A. large 
posterior speculum ; three vaginal retractors of vulcanite or some other 
substance which is a bad conductor of heat ; a large and sharp curette ; 
a thermo-cautery ; plugs of cotton wool soaked in a fifty per cent, 
solution of chloride of zinc, and dried as far as possible ; plugs soaked 
in a saturated solution of bicarbonate of soda. 

Operation . — The first step consists in carefully determining the 
extent of the growth and its relations to the rectum and bladder by 
means of a bimanual recto- vaginal examination, and by passing a sound 
into the bladder. If the anterior vaginal wall is involved, the interior 
of the bladder should be Examined with Nitze’s cystoscope, to see if 
its mucous membrane is also involved. If this precaution i^neglected 
^ opening may be easily made through the bladder wall in an advanced 
case. Thfe site of the mahgnant diseaser— which is usually the cervix 
— is then exposed, and as ihuch of the growth as can be safely removed 
is torn away with the curette. T^e cavity thus formed is nextcauteiised 
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thoroughly with the thermo-cautery — using a large-sized platinum 
point at a cherry-re^ heat — until the haemorrhage which resulted from 
the curetting is almost stopped. The cavity is then dried as thoroughly 
as possible with plugs of cotton wool, and while dry is filled with small 
plugs of thft same material soaked in a fifty per cent, solution of 
chloride of zinc. These plugs should be prepared the night before, 
in order that they may be dry. The plugs are only placed in the 
cavity, and must not come in contact with the vaginal mucous 
membrane. The last step consists in filling the vagina with plugs 
soaked in a saturated solution of bicarbonate of soda, in order to 
neutrahse any chloride of zinc which may trickle down. 

Complications . — The complications, which may occur, are due to 
the too extensive action of the caustic. In this way, openings may 
be made into the bladder or the rectum, or into the peritoneal cavity 
if the caustic has been introduced into the uterus. Such accidents 
are of course irremediable, owing to the general condition of the 
surrounding structures. 

After-treaUnent. -Thd plugs are removed on the fifth day, unless it 
is desired to produce only a superficial effect, in which case they are 
removed on the first or second day. As a rule, there will be a profuse 
foetid discharge for several days, until the slough caused by the caustic 
separates. To check this discharge, vaginal douches of peroxide of 
hydrogen, sanitas, or permanganate of potash may be given twice 
daily. As a rule, the patient’s temperature rises as a result of ab- 
sorption from the sloughing area, and she may suffer some pain. For 
the latter morphia may be given, and for the former stimulants. The 
general health of the patient should also be well maintained by suitable 
nourishment. Tonics, such as iron and strychnine, are usually 
indicated. As soon as all the sloughs have come away and the dis- 
charge has ceased, the patient’s health often undergoes considerable 
ternporary improvement. 
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DIS KASIMS OF THE FALLOPIAN TITBES\ 

Iriflafiiniatoi y Discasi's of th(' TuLos. Salpinjro-oophorjl is —.EtiolojLijy — Patholof^ical 
Anatomy: Salpingitis -Aciito Salpinojitis — Ohronii- Salpingitis: (Hstu* (’hangcs 
in tho Tnbo : Oofihont is —At iiti' Oophoritis -(’iironic Oophoritis. Tiihcrculosis 
of the Tubes. New(Jrov\ths of the Tubes; Benign Nooplrsms — -Malignant 
Neoplasms. Tubal Pregnaney. 

The following are the principal ])atbol()"ical conditions met with in 
the P^allopian tubes 

Infla minatory diseases. 

Tidierculosis. 

New growths. 

Tubal pn'gnuncv. 


INKLAMMATOHV DISEASES OK THE TUIHOS. 

Inflammatory diseases of the tube^ may exist alone, or may co-exist 
With a similar condition of the ovaries. Tlie symptoms, and the 
physical signs to which each condition gives rise, are practically iden- 
tical, whether they exist separately or co-exist. Accordingly, it will 
be best to describe the two under the heading salpiiujo-odphoritis, but 
the d stinctive lesions of A'ach structure must be described separately. 
Tuberculosis of the ovary and tube will be discussed under this head 
also, as it is impossible in the great majority of cases to distinguish, 
without the aid of the microscope, tuberculous lesions from those 
produced by pyogenic bacteria. 

, iSALPINGO-OpPHORITIS. 

Salpingo -oophoritis (tTaA-iy^, a trumpet ; wJ/*, an egg ; 1 

bear), in some of its forma, is the most frequent and important ^result 
of bacterial infection of the pelvic contents. ^ 

Etiology. — Salpingo-oophoritis is alway s bacterial in origin^ though 
in many cases, at the time of operation, the presence of bacteria cannot 
be' detected. In suchdcases the invading bacteria have produced their 
effect, and have then disappeared, killed by the toxins they produce. 

The o rigin of the infection inthe greater number of c^es is a previous 
metri^^ which in turn hah Pee n^caused by the extensi on of infection 
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upwards from the vagina. In this manner, gonorrhoeal and puerperal 
infections of the tubes occur. In other cases, infection occurs directly 
from the intestine, or through lymphatics which run in the ligament 
connecting lihe right ovary with the vermiform appendix (Vallin). In 
such cases, ovarian infection may precede the tubal infection, while 
in the case of extension of infection from the uterus the reverse is 
the case. Tuberculous infection may occasionally occur as an exten- 
sion of a primary infection* of the uterus or pelvic peritoneum, but 
primary infection of the tube is the more common occurrence. 

In addition to these modes o^ infection, salpingo-oophoritis has 
followed infect ive diseases, as -typhoid, measles, scarlatina, cholera, 
smallpox, and influenza. In such cases, it is probably closely con- 
nected with the acute metritis which also has been found in association 
with these diseases. Syphilis and actinomycosis must be added as 
very rare causes. 



FitJ. nn). — A typicMl case ()1 Scil|)iiii»()-(>oph<»ntis U. UtcMiis O. Ovary. 
O.L. Ovarian ligaTiiont F.T. Fallopian tuf>c. A. Ailht‘sions. 


Pathological Anatomy. —In the greater number of cases, saljiingo- 
odphoritis a bilateral condition. This is due to the jiroximity in 
which the appendages lie to one another ; also to the fact that, when 
the uterhs is the source of the infection, it is unlikely that such 
infection will extend into one tube and spare the other. Similarly, 
if the tube becomes infected, extension fo the ovary sometimes 
occurs, also owing to their close proximity (v. Fig. 151). 

It is surprising how frequently healthy, or comparatively healthy, 
ovaries niAy be associated with marked tubal infection. Thus, in 
ninety-nineb patients operated on by the author, in only twelve were 
both ovaf’ies so diseased as to require removal, in nineteen one ^ovary 
had to be removed, and in sixty-eight neither ovajry had to be removefl. 
This is an important point to remember, as it makes a grea£ difference 
to the subsequent comfort of the patient if even a portion of an ovary 
can be left. We shall refer to this suliject #gain. 

In order to discuss th« various forms under which tubal and 

H— ? 
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ovarian inflammations are met, it will be necessary to consider the 
pathological anatomy of salpingitis and oiiphoritis separately. 

Salpingitis. — Two clinical varieties of salpingitis a 

trumpet) are met with : — 

(a) Acute salpingitis. 

(b) Chronic salpingitis. 

(a) Acute Salpingitis.- Jloth acute and chronic salpingitis can 
be divided into en dos alpingitis and interstitial salpingitis, according 
as the infection attacks the mucous membrane or the muscular coat. 



Fig. 140. — A tubo-ovarian cyst, the result of salpingo -oophoritis, u. Uterus. . 
O. Ovary, f.t. Fallojhan tube. ov.l. Ovarian ligament. (From a 
specimen in the Pathological Laboratory, Trinity College, Dublin.) 


In acute salpingitis, however, the two forms so commonly occur in 
conjunction ‘that it dees not seem to be necessary to make such a 
distinction. ^ 

For instance, in a typical case of gonorrhoeal salpingitis, an acute 
infectfon spreading upwards from the uterus may, in one patient, 
cause primarily an endosalpingitis, in another patient an imterstitial 
inflammation. Whichever of these started .first will, as a rule, be 
qjuickiy followed by tlu5 other, and the two condttions will co-exist. 
The pus Webich forms'" in the tubes gradually esbapes into the uterus or 
into the peritoneal cavity, if the turgescence of the mucous membrane 
near the ends of the tube% does not completely block*the ostia. If, on 
the other hand, the outflow of pu^ is obstructed, owing to the blockjing 
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of both ostia of the tube, the pus accumulates, and finally the tube is 
converted into a pus containing sac, and the condition known as 
pyosalpinx pus ; (rdk-niy^) results. 

As the pys continues to accumulate, the walls of the tube become 
gradually thinner, until finally all trace of their previous structure 
disappears {v. Fig. l42), nothing remaining but a fibrous sac. 

The macroscopical appearance of a tube in the early stages of acute 
endosalpingitis is not very striking. The tube is slightly enlarged, 
cong ested, and oedeniatous*; and on cutting it open, the mucous 
membrane is seen to be tiiickeiied and ii^flamed. There is a small 
amount of muco-purulent or purulent fluid in the cavity. The fimbriae 
swollen^ and covered with flakes (»f lymph, and there may be some 
friable a dhesi oi is in process of formation between the tube and intes- 



A 



B 

Fig. J41. — A. Marked elongation of the tub(‘. the rosijt of silpingitis. B. Nodular 

salpingitis. 


tines . The length of the tube is usually increased without a correspond- 
uig in crease in the length of the peritoneal coat. As a result of this 
the elongated tube may be thrown into a series of worm-like coils under 
the peritoneal ceiat {v. Fig. 141, A.). Each coil feels like a nodular 
^TargeniWt of the tube, and may be mistaken for it. It is important 
to distinguish between the two, as in the condition just described the 
lumefl of the tube is usually uninterrupted, whereas in “nodular 
salpingitis ” it is almost invariably blocked. If there is an inter- 
stitial inflammation present as well, as is usually the case, the tube 
may be eftlarged up to the size of a finger, and minute points 
of pus may be sgen scattered about in the thickness of* the^walls. 
The tubal enlargemei\t at this stage is duetto marked tliicken- 
ing of the muscle wall of the tube and to hyperplasia of its con- 
nective tissue, apd not to dilatation of the cavity.* As a ru le, the 
abdominal o stium becomes partially or completely closed, and the 
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mechanism by which this occurs is worthy of note. In some cases, 
t^J^?3:brise, spread out fanwise, become adherent to some iieigh- 
structure, as the ovary, the back of the broad ligament, 
or^e floor of Douglas’ pouch. Lijother cases, the muscular and 
^rous coats lengthen, and bulge over the fimbriae until 6ach ostium 
appears as a rounded orifice with smooth instead of fringed margins^ 
■ margins gradually contract and occlude the opening. In the 
early stage, if the rounded end of the occluded tube is slit up, the 
fimbria3 will be found crowded inside cthe tube. The usual con- 
sequences of this closure are the accumulation of pus in the tube and 



Fig. J42.— Sectior. through the walJ of a p^obalpinx. Note the conipleie 
(li.sappcaranee of mucous membrane. 

t 

the formation of a pyosalpinx. This condition will be discussed later 
under the head of cystic changes in the tube. 

The microscopical appearance of the tube in acute salpingitis is as 
follovre The sub-epithelial layer of the mucous membraijo is infil- 
trated with small round cells, and the vessels are dilated ; as a'result, 
there is a marked increase in the size of the folds of the myccftis mem- 
brane (v. Kgs. 143—145). On the surface of the folds are seen small 
VfigetAtions, which •tend- to become adherent one to the other and so 
to cause the formation of crypts in the walls. If the infection has 
^tended bey pn4 the m ucous m embrane,_the walls of th^ ito^"^e 
greatly, thickened, owing •to ^ertrophy and hyj)erpiasia of the. 
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muscle and the connective tissue, and to a round-celled infiltration 
and vascular dilatation. In the walls, are, seen nunutc. points of pus^ 
and colonies o f the infecting bacterium may be found in the lymphatic 
interspace s^ , The changes, which occur in the wall of the tube when 
the latter becomes cystic, will be discussed later. 

(b) Chronic Salpingitis.- - tlironic salpingitis occurs as the sequence 
of an attack of acute salpingitis, or in consequence of a less virulent 
infection than that which causes acute salpingitis. Two forms of 
chronic salpingitis are met with : - 



I'lc 1415 — Acute SHlpiiii.it ih of sfptic oi 11:111. h. Fihio-iiniscuKir wall of tiilx'. />. Dilated 
lilood -vessel, e. Fold of uiiieous iiieiiibi.ine sliowuiLMlilatfal v(‘S'^(‘ls. d. Ibiriileiit 
exudate, e. Liiiiien of tube. S. {Wigham.) 

(1) Chroiim endosalpingitis, or catarrhal salpingitis, i.e., inflamma- 

tion of the tubal muvous meipbrane. 

(2) Chronic intei’stitial salpingitis, inflammation of the walls 
* of the tube. 

The two forms usually co-exist in those cases which are the result of 
an attack of acute salpingitis, but one or other form predominates. 

(1) Chronic Endosalpingitis . — Chronic endosalpingitis (erSo/-, within ; 
o-dA77t7f), or infl 9 .mmation of the mucous membrane lining the tui)e, 
is, in those cases»in which it exists alone, mo'st frequently th(‘ result of 
a subacute infection. If such is the case, a serous catarrhal inflamma- 
tion results, an^, if the ostia of the tube become blocked, the condition 
known as h ydrosalpinx (vhcup, water ; (raX-rryi) results. If the infection 
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is pyogenic in character, and the outflow of pus is prevented, a pvosal - 
pinx may result, as in the acute condition. 

(2) Chronic Interstitial Salpingitis . — Chronic interstitial salpingitis 
causes extreme thickening of the walls of the tube, so thd't the tube 
may reach the size of a finger or even more without any dilatation of 
its lumen. 

There is an interesting condition known as nodular salpingitis, which 
is probably a final stage of chronic salpingitis, but which cannot be 
conveniently included under the head of either endosalpingitis or 
interstitial salpingitis. In this condition, nodules are to be found at 



Fig. 144. — Acute salpingitis (low power). 


intervals along the tube,«Beparated from one another by portions of tube 
which may be of normal size or somewhat thickened. These no^lules 
vary in size from a tenth of an inch to half an inch in diameter, and 
their effect is to give the tube somewhat the appearance of, a rosary. 
They are cau sed in some^ase s by lo calised hypertrophy andjTiypej:- 
plasia of the tu bal wal l, and in other cases by the ^ small 

^V.ts l ined with epithelium and apparently arising from the tubal 
mucous membrane, l^hey may also be caused by small collections of 
calcffi eTTetritus Qr fibrous tissue Figs. 141, B. and 146) left by old 
and Iie aled tuberculous lesions, ^he origin of the nodules is probably 
in all cases t uberculo us or gonorrhoeal. In most cases they com- 
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pletely occlude the lumen of the tube,^ and. in .other cases they so 
com press it as practically to. obliterate ^t. This condition must not 
be confused with the apparent nodules caused by lengthening of the 
tube with eonsequent coiling of it beneath its peritoneal coat, as has 
been already described (Fig. 141, A.). 

Cystic changes in the tube . — When the closure of the abdominal ostium 
of the. tube is associated with the continued formation or collection of- 
fluid in the tube, cystic dil^j:ation results. To this condition the term 
sact o-salpinx (o-a/cTo^^ crammed; (rdK-niy^) has been applied. This 
term embraces three different conditions : — 



Fig. 145. — Acute salpingitis, showing exudate of pus between the plicse of the tube, 
ai*l infiltration of the mucous membrane with leucocytes (high power). 

(1) Pyosalpinx — a tube distended with pys. 

^2) Hydrosalpinx — a tube distended with clear water-like fluid. 

(3) Haematosalpinx — a tube distended with blood. 

Thfe first two of these are probably always the result of inflammatory 
change^ in the tube, while the third may be the result of inflammatory 
changes, but usually is not. It is, however, convenient ^o discuss it 
here with the others. 

• * ^0* 

The sha pe of* a sacto-salpinx is very charac teristic . The tube 
becomes retort-shaped, thej^ar ger e nd of the retort corr^ponding to 
th e outer third o f the tube^ the naripwei: end to the uterine insertion. 
In a typic al case the fimbriae have disap peared from yie w, ^d the oute r 
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end o f the sacto-salpinx is smooth and rounded. The w alls have 
usually undergone pressure atrophy in proportion to the amount of 
fluid formed, and, in very advanced cases, may be so distended as to 
be almost translucent. The remaining changes depend upon the con- 
tents of the tube. 

(i) Pyosalpinx - -A pyosalpinx is the result of the accumulation of 
pus in a tube whose abdominal ostium is closed. The uterine ostium 
is usually patent, but the escape of fluid is prevented by the swollen 
condition of the mucous membrane. The peritoneum is thickened, 
and is usually adherent to the neighbouring peritoneum. The muscle 



Fip. 1-46. — Nodular salpingitis. JSecticui thiough liluous nodulo in the wall of the* 
tube, })ossib]y the lesult of a foimer tuberculous infection. 


wall is at first thickened, but, as increased quantities of pus form, it 
becomes thin and atrophic. The mucous membrane is usually 
destroyed and replaced by granulation tissue, which finally chJmges 
into a smooth fibrous lining. The fluid contaii^ed in the tubt CQiisists 
of pus , mucus, and small quantities of blood. CalcareouS deposits, 
cholesterin, degenerated epithelial cells^and granular debris may aho 
be present. ” 

X2) hydrosalpinx.— ^he origin of a hydrosajpinx* is by no means 
easy to explain. The usual and probably the correct explanation 
attributes it to the result of a subacute inflammatory salpingitis, 
which causes the outpouring' of a** s&ous fluid into the tube. Another 
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explanation is that a hydrosalpinx is the remains of a pyosalpinx in 
which the pus cells have undergone fatty degeneration and disappeared, 
leaving the watery portion of the fluid behind. There are many diffi- 
culties in the way of accepting this explanation. As in a pyosalpinx, 
the abdonnnal ostium of the tube is closed, while the uterine ostium 
may be sufficiently patulous to alloAV drops of fluid to be forced through 
it by pressure upon the tube. 

A tubo-ovarian cyst is the condition in which a cyst of the ovary 
communicates with a cystie tube, so that there is free passage of fluid 
between the* two (v. Fig. 140). The mode of origin of these cysts is 
obscure, and nuiny different theorie»s have been suggested to account 



Fiu. 147. — J^\)lliciiljir salpincit is. Tin* opitholiuin has fallen away from tne 
w^all of some of tlu‘ cystic spaces. ; 70. ( Wifjhnw.) 

• 

for them. The simplest of these attributes them to the adhesion of a 
cystic tube to a cystic ovary, and the subsequent and gradual 
absorpfion of ^he;, wall intervening betw-een the two cysts. 

Similar changes may occur in the peritoneum covering the tube in 
hydrosalpinx as in pyosalpinx* but, as a rirte, the signs of an acute 
inflammation are absent, and the peritoneum is smooth and glistening. 
The muscle wall shows very little sign of inflammation, and, as the 
amount ^f fluid increases, becomes gradually thinner. The mucous 
lining •sigiilarly undergoes pressure atrophy, save in the follicular 
form, ifl which it presents the changes already mentioned! 

The fluid in a^ydrosalpinx contains albumin, ^anular df'hris, arfd a 
few leucocytes and degenerated epithelium. It is of* low specific 
gravity — 1005-1010. Its reaction is neutral or alkaline, and in 
general appearances it resembles blbod fletum. 
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(3) Hcematosalpinx. — A hsema tosalpinx (at/na, blood ; (ra\Tny^) is 
not usual ly due to tubal infection, but still it is convenient to discuss 
it here. It may be caused in three ways : — 

(a) By the rupture of the wall, or of vessels in the wall, qf the sac of 
a tubal pregnancy. This is very much the most common cause. 

(b) By the retention of menstrual blood as a result of a congenital 
or acquired atresia of some part of the genital passages. 

(c) By the rupture of vessels in the wall of the tube in a case of 

catarrhal or interstitial salpingitis. ' 

Various changes sometimes take place in the contents of a cystic 
tube Thus, a hydrosalpinx may be converted into a^pyosalpinx ; 
or, on the other hand, it is said that a pyosalpinx, by the gradual 
absorption of its cellular contents, may be converted into a hydro- 
salpinx. Similarly, haunorrhage may occur into the sac of a pyosalpinx 



Fia. 148. — A y)yosalpiiix which has become twisted. U. Uterus. T. Tube. 
B.L. Broad ligauumt. Rotunda Ho.spital Ref)ort,” 189f)-7.) 


or tubo-ovarian abscess or the contents of a hsematosalpinx may 
become infected and suppurate, thus leading to the formation of a 
pyosalpinx. 

) The contents of a cystic tube or tubo-ovarian abscess may escape. 
This can occur in two ways : — either by the fluid making its way 
downwards into the uterus through the uterine eiid V)f the tube, or 
^Tiipture of the sac. Ip the former cgse, the escape of fluid may occur 
at intervals, according as the intra-tubal pressure becomes sufficiently 
great to overcome the resistance offered to its outflow by the swollen 
mucous membrane. This condition is sometimes termed H^di^ ps^tubce 
'profluens , and has been already described. Moreover, a tube may burst 
owing to over-distension or violence, especially during a •bimanual 
examination or any^ surgical interference. A ru ptured tube may 
discha rge its contents i'nto the general peritqneakcavily, into a loculus 
in the pelvis between adhesions, Hbetween the layers of the broad 
Tigamehti or into* any of tjie peig£bouring Bbllow, viscera, most 
|requentlj perhaps, the rectum^ 
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A thir d change consists in tor sion pi the tube, as not infrec[uently 
occu rs in the case of ovarian cysts. In the case of the dilated tube, 
however, torsion is a much rarer condition, owing to the manner in 
which the Jbroad ligament becomes thickened by inflammatory infil- 
tra^on. This change is particularly prone to occur in a large hydro- 
salpinx which is not held in place by adhesions, as is usually the case 
in pyosalpinx. 

OoPHORiTjs. — Two varieties of oophoritis (woV, an egg ; (Ixyptw, I 
bear) are met with — . 

(a) Acifte oophoritis. 

(b) Chronic oophoritis. 

(a) Acute Oophoritis.- Acut e oophoritis occurs in three forms : — 



Fig. 149. — A. Ovary sliuwing chronic liyi)crtr<jj)hic oiiphoritis (actual size). B. Ovary 
(jf normal size for comparison. 

(1) Acute co rtical oophoritis, i.e., inflaifimation of the superficial 
tissue. Itjs usually the result of gonorrhoea. 

. (2) A-Cute parenSiymatous oophoritis, i.e., inflamma tion ^of ..thg 
follicles. It most frequently occurs after infectiousjdiseases. 

(3) 4cute interstitial oophoritis, i.e,, inflammation of the inters^titial 
tissue. Tt is iftuSlly a gonorrhoeal, or a puerperaTseptic, process. 

(b) Chronic Oophoritis. - Chrg mc oophoritis occurs as the sequel 
of a n acute infection, or i s sl chronic process from, the begin^ning^ 
It is found in several forms, as follows : — 

(1) Chronic cortical oophoritis, consisting in the formation of new 

conne(^ive tissue in, and consequent thickening of, the cortical layer 
of the qvS-ry. It is usually the result of an acute cortical oophoritis, 
but sometimes .occurs without any apparent connection jyith ^ an 
antecedent infection# • ^ 

(2) Ghronicjnterstitial oophoritis, a later stage of cortical oophoritis, 
in which a new growth of connective tissue exteAds all through the 
pvarjr. I" is probably always a chronic process ^rom the start. It 
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not infrequently occurs in association with myomata of the uterus 
and of very chronic backward displacements. 

(3) Chron ic hypertrop hic oop horitis, the term applied to a still 
later stage, in which there is so great a formation of new* connective 
tissue that a marked increase in the size of llie ovary results. It also 
occurs in association with uterine myomata. 

(4) ^rophic oophoritis, the term applied to the last stage, which 
may supervene upon hypertrophic oophoritis, as a result of the 



Fig. J 50 . — Long mtal diverticulum found in association wiili a double 
])yosalpinx. D. Diverticulum arising from y)elvic colon. A. Vermi- 
form appendix. P.O. Pelvic colon. U. Uterus. , ,, * 


shrinkage of the new connective tissue. The condition is also known 
as cirrhosis of th e ovarjj. In it, the invasion of the ovary by the, .new 
connective tissue is complete, and there is consequently a disappear- 
ance of all normal ovarian structure. 

In addition to these changes in the tube and ovary, various changes 
take place 'in the surrounding structures, especially in the pelvic 
pe^itontjum. There as alwa ys a considerab ly amourit of pelvi c peri- 
tonit is present in ^u te oas es, and u sually in ch*ronic cases also. Xb© 
resul t is that numerous adhesions af^formecl between the different 
pelvic^rgahs, and also bet^veen them and the intestine^. To a large 
extent -these adhesions are beneficial, as they tend to prevent the 
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spread of the infection into the general peritoneal cavity, should the 
tube or ovary rupture. 

In addition to pelvic adhesions, it is very comrnou to find small 
collections ©f pus lying in loculi between the adhesions. There is also, 
very commonly, in these cases a slight amount of parametric thickening, 
especially in the layers of the broad ligament. 

Symptoms , — The symptoms of salpingo-oiiphoritis depend, in the 
first instance, on whether tl^e condition is in an acute or chronic stage. 

the acute i>tage, the symj»toms closely resemble those of acute pelvic 
peritonitis. The temijierature and pulsf'-rate are high, and the 
abdomen- is iswdllen, tympanitic, extremely painful, and tender over 
the lower portion. The })atient may also suffer from occasional rigors 
and vomiting. If the case is a favourable one, the acute symptoms 



FuJ. lol.- -A lubo-ov.i! lan 


gratlually subside within a fortnight, and the condition passes into 
its chronic stage. On the other hand, a general septic peritonitis 
may ensue due to Uie non-limitation of the infection by adhesions. 
The occurrence of abdominal j)ain in cases of acute pelvic infectiem is 
a sign of good import, as it usually shows that adhesions are jforming, 
and tliak hence the danger of the infection spreading to the peritoneal 
cavTty is diminiSiing. 

In chronic cases, the symptoms are so variable that it is, as a rule, 
impossible to make a diagnosis by their means alone. Generally 
speaking, they may be said to consist of a varying degree of pelvic pain, 
menstt*ua\ disturbance, usually menorrhagia and metrorrhagia, and 
general ir -health. If bot^ tubes are affected, sterility will result. In 
the case jof an intermitting pyosalpinx or hydrosalpinx, a«L escape of 
pus or serous fluid into the uterus will occur at yiter^^^als. If the ttimo^r 
is of large size and occupying Douglas' pouch, there may.be marked 
constipation from pressure upon the rectum, while, if extensive 
intestinal adhesions have formed, theie may.be partial obstruction due 
to kinking uf the intestines. 
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Diagnosis . — The diagnosis of acute salpingo-oophoritis can be 
usually made in non-puerperal cases from the symptoms. In puerperal 
cases, on the other hand, the condition is very likely to be confounded 
with acute metritis. The pain of salpingo-oophoritis is more severe, 
and the tenderness more distributed over the entire pelvis than in 
metritis. 

The diagnosis of chronic salpingo-oophoritis can only be made from 
the results of a bimanual examination taken in conjunction with the 
previous history of the case. Sometimes," however, it is not possible 
to differentiate between small ovarian cysts and appendages that arc 
inflamed and matted together. In such cases, a diagnosis, is only made 
when the tumour is being removed. The characteristic points of 
inflamed appendages are : — 

(1) In cases of salpingitis without retention, the tube is felt to be 
thickened, and may attain the size of the middle finger. It may be 
coiled on itself in such a manner as to include the ovary ; both are then 
usually prolapsed to the bottom of Douglas’ pouch. 

(2) In cases of salpingitis with retention, i.e., pyo- or hydro-salpinx, 
the tubes and ovaries, intimately connected with one another, fill 
Douglas’ pouch. If they have reached a considerable size, the posterior 
vaginal fornix is displaced downwards. On passing the finger into the 
rectum, the tumour is felt to be cystic in parts ; and, if there is an 
appreciable exudate in Douglas’ pouch or beneath the pelvic peri- 
toneum, the rectum will feel as if it was compressed all round by 
a comparatively hard and unyielding collar. This investment of the 
rectum is also found in cases of contracting retro-uterine hsematocele, 

(3) The tumour in Douglas’ pouch is usually fixed by adhesions. 
In some cases, these adhesions are very easily broken down ; in other 
cases, they are extremely dense. 

(4) A groove between the tumour and the uterus can be sometimes 
felt from the vagina, and a groove between the two sets of appendages 
can be felt from the rectum. 

A pyo- or hydro-salpinx must be ^distinguished from the following 
conditions : — , 

(1) A tubal pregnancy, a haematosalpinx, a hsematoma of the 

broad ligament, or a retro-uterine hsematocele, espe- 
cially one which has been partially absorbed. 

(2) Small ovarian or parovarian cysts, particularly those which 

.burrow between the layers of the broad ligame/it. 

. (3) Subserous ^lyomata of the posterior uterine wall, especially 

if they are complicated by the existence of pelvic peritonitis. 

(4) Coils of intestines adherent in Douglas’ pouch. 

A pyosalpinx is usually, tjiougjh by no means inva^jably, bilateral ; 
a bsematosalpinx,,. h^ematoina, or tubal pregnancy, is ryely, if ever. 
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bilateral. Small ovarian cysts growing in the layers of the broad 
ligament are extremely difficult to distinguish from cystic tubes, 
unless the history of the patient furnishes considerable information. 
Subserous myomata are closely connected with the uterus, and move 
readily with it. 

Prognosis . — Mild attacks of salpingo-oophoritis may get well, and 
leave the appendages functionally perfect. More commonly, however, 
the inflammation subsides Jeaving the fimbriated extremity or the 
lumen of the J:ubes permaiiei tly obliterated, and in these cases sterility 
is absolute. So long as the inflammation i>ersists, especially in cases 
of ])yosalpinK, fhere is always a danger of the limiting adhesions 
yielding ; or of the tube itself bursting, and a general peritonitis 
resulting. In most (‘ases of pyosalpinx, there is attendant ill-health 
fi'om the absorption of toxins, and there is a continual danger of a 
recrudescence of the acute stage owing to re-infection of the contents 
from the rectum or intestines. 

Treatment , — The treatment of acute salpingo-oophoritis is practically 
the same as the treatment of acute metritis. That is to say, — 
rest in bed, warm vaginal douches, hot applications over the hypo- 
gastrium, purgatives, ichthyol and glycerine plugs in the vagina — if 
the patient will stand the necessary manipulations, and the use of 
anodynes if the pain is very severe. Oj^erative measures while the 
patient is in the acute stage are usually contra-indicated, on account 
of the danger of infecting the general peritoneal cavity, unless the 
patient is becoming steadily worse as the re.sult of absorption from the 
tul)e, or unless there is a large accumulation of pus. In such cases, 
the ]nis sue should be opened from the vagina, and drained. 

Tlie treatmejit of chronic salpingo-oophoritis falls under two heads : — 
{^) Palliative treatment. 

(b) Radical treatment. 

(a) Palliative Treatment. Palliative treatment consists in adopting 
such measures as will give temporary relief to the pain, will bring about 
a diminution of tlie inflammation, and will tend to correct the various 
displacements of the pelvic orgaiuf which may be present. This treat- 
ment yiay give satisfactory results if there are no accumulations in the 
tubes, and if the symptoms are not very severe, but, as a rule, it is 
unsatisfactgry. It consists, at first, in the use of hot douches, glycerine 
and iclitkyol plugs, and anodynes. Curetting has also been recom- 
mended, a*i3 will at any rate afford relief to such symptoms ns are due 
to the accompanymg metritis. • • • / 

In cases of pyosalpini or ovarian abscess, in which the infection is 
still active, it may be necessary to open into the absqess sac from the 
vagina, evacuate its contents, and the» plijgjbhe cavity with iodoform 
gauze. This is a less serious operation than the total removal of the 
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appendages, but is only palliative. If it is necessary to operate on 
an acute case, vaginal drainage is the best mode of procedure, as it 
lessens the risk of causing a general infection. The subsequent extirpa- 
tion of the appendages will, however, be most probably required. In 
chronic cases, on the other hand, preliminary drainage is rarely 
necessary, and radical treatment may usually be at once adopted. 

(b) Radical Treatment. — The radical treatment of salpingo-oophoritis 
consists in the adoption of one or other of the following measures — 

(1) Conservative operations on the appendages, with the object of 

removing the diseased portion of the ovary, and of creating 
a new ostium to the tube if the fimbriated extremity has 
become obliterated. 

(2) The removal of the inflamed appendages. 

(3) The removal of the inflamed appendages and the uterus. 

(1) A conservative operation, with the object of retaining a portion 
of the ovary, and of restoring the abdominal ostium of the tubq — 
salpingostomy, is in all cases the operation of choicer, as, when success 
ful, it leaves the patient with generative organs which are capable of 
functioning. It cannot, however, be successfully carried out in the 
presence of very advanced disease of the appendages, nor is it wise 
to attempt to carry it out in the presence of a still active iniection. 
It, therefore, must be limited to cases in which active infection is not 
present, and in which it is possible to remove the diseased portions of 
the appendages without removing the latter completely. Most cases 
of hydrosalpinx are suitable for salpingostomy, unless the tubal 
enlargement is very great, as a moderately enlarged tube will return to 
an almost normal size almost immediately after the escape of its 
contents. 

Conservative operations in the case of the tube consist in the restora- 
tion of its abdominal ostium — salpingostomy, in the restoration of its 
lumen, and in the removal of impervious portions when the lumen 
cannot be restored. Conservative operations in the case of the ovary 
consist in resection of the diseased portions, and" in ignipuncture or 
simple puncture of small cysts, also in the division of controlling 
adhesions or of the peritoneal covering of an elongated tube when it 
causes coiling and kinking. Conservatism in the case of the tubes 
is not so important as in the case of the ovaries, because, while the 
preservation of the tube only affects the patient by allowing pregnancy 
to occur, the preservation of the ovary affects her in a similar manner, 
and also enables the internal secretion to continue ^nd to prevent the 
onset of a premature menopause. It has been proved beyond doubt 
that the retention of even the smallest portion of normal ovarian 
tissue is a factor of importance^ in assuring the future comfort of the 
patient. . ^ 
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(2) The removal of one or more of the appendages is necessary 
when conservative treatment is impossible owing to the extent of the 
disease, or inadvisable owing to the presence of an active infection. 
We must always endeavour not to remove more than is necessary. 
The tubes and ovaries may be removed by the abdominal or by the 
vaginal route. If the infection is still active, as shown by the persistence 
of pyrexia, the vagijial route is safer if operation cannot be postponed, 
as it is not attended by the same risk of setting up a general peritoneal 
infection. If, however, there, is no reason to think that the infection 
is inactive, tlfe abdominal route is decidedly the better one, as it 
enables us to discriminate more accurately between what must be 
removed and what can be spared, an<l to leave the pelvis in a more 
normal condition at tlie end of the operation. 

(‘1) The removal of tlie uterus in addition to the removal of the 
inflamed appendages is strongly recommended by many operators, on 
the grounds that, in cases of bilateral disease of the appendages, the 
uterus is so much diseasinl that, if it is not removed, the patient is only 
half cured : and that, subsecpient to removal of the appendages, its 
letention is not of any benefit to the patient. Our own experience 
shows that complete bilateral removal of the appendages is very 
seldom necessary, and that when it is necessary, the uterus sometimes 
may be so diseased as to recjuire removal, but that this is by no 
means invariably tltO case. Our advice is to remove the uterus if 
its condition necessitates removal, and to do so quite independently 
of the condition of the appendages. 

Whatever form of radical treatment is adopted, all intestinal 
adhesions must be carefully separated, the uterus freed if it is adherent, 
and some form- of hysteropexy performed in (ji’der to prevent it from 
again falling liack and forming fresh adhesions. In all cases of pelvic 
infection the vermifortn appendix must be carefully examined, and if 
it is found in any way abnormal it must be removed. 

tUeterculosis of the tubes. 

Tuberculosis of the Fallopian* tubes is th5 commonest form of 
prima»y tuberculosis met with in women, if pulmonary tuberculosis is 
excluded. • It appears to occur as a primary condition, but may also be 
the result ef extension from the uterus or from the abdominal peri- 
toneum. •Tij.berculosis is the commonest cause of pyosalpinx in virgins. 

Pathological Anatomy . — In most cases of salpingitis due to tuberculous 
infection, the macroscopic appearances are nol? cjjfifracteristic, but aife 
very similar to those of non-tuberculous salpingitis. In sfime cases, 
however, miliary tubercles are scattered over the peritoneal covering, 
and are similar to those seen in general fllibeictllous peritonitis. Nodules 

• 15—2 
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Fia. 152. — Tuberculous salpingitis. Tubercles, with giant colls and degeei'rate 
areas, ui plicai of tubes. 



may also occur at intervals along the tube, as has been described under 
the head of nodular salpiyigitip. In cases in wlijch the infection 
has .started in the endosalpinx, the characteristics of endosalpingitis 

( 
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are present in the early stages. Later, interstitial salpingitis 
follows, and the tube wall becomes greatly thickened and is riddled 
with patches of caseous degeneration and minute abscesses. The 
tubes usually contain pus. On microscopical examination, the changes 
typical of tuberculous infection will be found. If the infection was slight 
in extent, and the resistance of the patient considerable, the bacilli 



154. — 'rulxin ulouH salpingitis. Tin* tiilic is tliickiaiod, and lln- timfinoD 
swullnii. Miliary aic scon in scions corit aiul on liinhi-iaB. 

may be dead. In such cases we may find calcareous nodules scattered 
at intervals along the tube. 

—Tuberculous tubes should always be removed com- 
pletely. The fact that their occiirrejice is so commoji is a strong 
reason for the early removal of all cases of p}'osalpinx. If the ovaries 
.‘lie also iiivolved, they must be removed as well, and in such a case 
removal of the uterus is also advisable. If, however, the ovaries can 



Eig 155. — ^Double ti^ibiiiculous pyosalpinx. Both tubes are tortuous and contain 
pus. The iimbria3 are infolded and occlude the ostea. Miliary tubercles are 
seen in serous coat. 


be left, the uterus may sometimes be left too, even in the presence of 
tuberculous disease of the endometrium. The treatment of such cases 
has been akeady discussed. 


NEW GROWTHS OF THE TUBES. 

The benign neoplasm? of the tubes are few in number, and are not 
of any great clinical importance. Myoma, papillonia, adenoma, are 
all said to occur.* Dermoid tumours •hav/ ieen positively recorded, 
including onj case in which^the tumours were bilatefal. 
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Such conditions can only be recognised after removal of the appen- 
dages, or during the operation itself. As their removal is the correct 
treatment, the diagnosis of the actual condition prior to the operation 
is not a matter of great importance. 

The malignant neoplasms of the tubes are equally rare. Instances 
of primary sarcoma and carcinoma have been recorded. Secondary 
involvement of the tubes by extension from the uterus or ovaries 
may sometimes occur, but even this is not common. If there is any 
reason to suspect the existence of malignant disease, an exploratory 
abdominal coeliotomy should be performed. 

TUBAL PREGNANCY. 

Tubal pregnancy can hardly be said to be a disease of the tubes, 
though in all probability its occurrence is permitted by inflammatory 
conditions of the tubes associated with incomplete blocking of the 
ostia. As it is an obstetrical, rather than a gyna‘f*ological, condition, 
it will be more properly discussed in books on obstetrics. 
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The following are the principal pathological conditions met with in 
the ovary : — 

Alterations in function. 

Displacements. 

Inflammatory diseases. 

Tuberculosis. 

New growths. 


ALTERATIONS IN THE F UNCTION OF THE OVARY. 

Up to comparatively recent years the main, if not the only, function 
of the ovaries was considered to be ovulation, that is, the production of 
ova. Now, however, it is generally recognised that, in addition to 
this functioli, there is another which is iB(|ually important. This 
function is to produce an inteTiial secretion. Accordingly, the altera- 
tions or errors in fflnction on the part of the ovary must be divided 
into two groups, as follows : — 

(1) Errors of ovulation. 

(2) Eri€r^ of internal secretion. 

(1) Errors of Ovulation. — T^ere is little to be said regarding errors 
of ovulation. Presumably, the latter may be either normal, excessive, 
or^insufficient. With normal ovulation we are not here concerned. 
Excessive ovulation one can only assume to occur, but we are ignorant 
as to jyliether it will be attended by any symptoms or not. Insufficient 
ovula^ioti or absence of ovulation will favour or cause sterility. 

(2) Errors ot Internal Secretion. — It is probable that the ^ecretion 
possesses certain ps»ychical, vasomotor, aM. general metabolic ^pro- 
perties, also that it is responsible for gross changes *in the other 
ductless ^n^s. Furthermore, it is probable tlrnt it assists in the 
elimination of calcium salts, an(f th^*the secretion of the corpus 
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luteum has an important controlling effect on the embedding of the 
ovum and the subsequent progress of pregnancy. 

The effects produced by excessive ovarian secretion are seen mainly 
in alterations of the sexual functions, of the characteristics, and of the 
psychology of the woman, and of the general metabolism^ Thus, in 
this condition we find increased and prolonged menstruation, increased 
sexuality, sometimes of a perverted character, excessive femininity, 
and various other minor derangements ; while, as far as the general 
metabolism is concerned, there is believed to bo an abnormally large 
excretion of calcium salts, and this during pregnancy and lactation 
may lead to a softening of the bones, as is met with in osteomalacia. 
In ovarian insufficiency, on the other hand, the symptoms that may 
be met are mental irritability or instability, flushing, perhaps cardiac 
distress, the increased deposition of fat over the body, and the reten- 
tion of calcium salts in the tissues. Oc(‘asionally, t(H), there may be 
changes in the other ductless glands, especially the thyroid and 
pituitary bodies, resulting in such conditions as cx(q)lithalmic goitre 
and myxoGdema. 

Treatment . — So far as we know at present, theie is no treatment 
possible for errors of ovulation. The treatment of errors of internal 
secretion is possibly more satisfactory. Where the secretion is 
excessive, injections of suprarenal and pituitary extract have been 
tried, sometimes with benefit. This is particularly the case in the 
treatment of osteomalacia, where most satisfactory results have been 
obtained from the systematic injection of adrenalin. 

The treatment of ovarian insufficiency, on the other hand, is veiy 
unsatisfactory. Ovarian extracts made both from the whole organ 
and from the corpus lut(?uin have been tried, also extracts from 
certain of the other ductless glands. As a rule, however, they do not 
produce much benefit. Ovarian transplantation hat, been tried, but so 
far it is generally found that only autogenous grafts arc of benefit ; that 
is to say, the treatment can only be adopted in the case of patients 
from whom it is found necessary to remove both ovariesyand as in such 
cases it would be much simpler to leave a piece of each ovary if healthy, 
the treatment is naturall/ of little value. 

DISPLACEMENTS OF THE OVARY. 

The normal position of the ovary is thus described by Schaltze ; — 

“ The ovaries 'lie close to the uterus on each side within the true pelvis, 
their' long axes . . . parallel to the lateral wall of the pelvis, and 
nearly so to the median plane. They .... extend upwards from the 
uterus, their lateral attachments to the brim of the pelvis b^ing higher 
than their connections to the'mtefus. They lie with their superior 
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extremities in the plane of the pelvic inlet, close beneath the ijiner 
edge of the ilio-psoas muscle, which, when in momentary contrac- 
tion, is the best guide for the external hand in bimanual palpation 
of them.” 

Under th*e head of displacements of the ovary, four conditions are 
included : — 

(a) Undescended ovary. 

(b) Hernia of the ovary. 

* (c) Ascent of the (tvary. 

• (i)) Descent or piola}>se of tlio ov^ary. 

(a) Undescended Ovary. The ()vari(‘s, like tlie testicles, are found in 
the embryo close to tin', kidneys, from v/hich ]M)siti()n they gradually 
descend to tlieir permanent site. The non-occurrcnicc, or the arrest, of 
this process of des(*ent gives ris(' to tlu^ (condition known as undescended 
ovary, and, as a result, the latt(‘r may be found anywhere between the 
kidneys and the pelvic bi-im. 

(b) Hernia of the Ovary. Ovaries, either alone, or in company with 
the tube, intestines, or omentum, may be found in the sac of an 
inguijial, femoral, ventral, gluteal, ischiatic, or obturator hernia. 
Hernia of the ovary aloiu^ is known as an oophorocele, of both 
ovary and tube as a hoI pi nijo-oophoroeele , and of the tube alone as a 
s<ilpuigoeele. 

The diagnosis of an ovarian or tubal hernia prior to o])eration is 
usually impossible. All lu'rikue in the female call for radical cure, and 
the sus])icion of the presence of a tube or ovary in the sac only makes 
.such a ])rocedurc more ])ositively indicated. 

(c) Ascent of the Ovary. — Ascent of the ovary as a pathological 
condition is dilc to : — 

(1) Tumours of the ovary. 

(2) Tumours in •Douglas' pouch, or in the broad ligament, so 

situated as to push the ovary upwards. 

(3) Tumours of the uterus, such as myomata 

(1) 'i'die forrt^^ition of peritoneal adhesions round the ovary or the 
fimbriated extremity of the tube during pregnancy, which 
prevent these structures from returning to their normal 

• position as the uterus involutes. 

Ascejit •of the ovary is not in itself a condition of any great 
clinical iinportance. Its treatment is that of the condition which 
causes it. ^ , 

(d) Descent of tjie Ovary. — Descent or prolapse of the ovary^ may 
occur in one of two directions —posteriorly eiVh«r into the ])ouch oi 
Douglas or the sub-ovarian fossa, or anteriorly into the vesico-uterine 
pouch. The latter condition is the result of the * formation, and 
subsequent shrinkage, of adhesions whic# fend to drag the ovaries 
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into the anterior pouch. The former condition is more important, 
and to it the term ‘‘ prolapsed ovary ” is usually applied. In the 
majority of cases it is associated with a backward displacement of the 
uterus. • f 

Mtiology . — The causes of prolapse of the ovary fall under two 
heads : — 

(1) Causes situated in the ovary or its ligaments. These are, — 

relaxation of the ligaments, and increase in the size of the 
ovary. 

(2) Causes situated outside the ovary. . These are, — backward 

displacement of the uterus, pelvic peritonitis,* and tumours 
pressing downwards. 

Sym])to77}s . — If the prolapsed ovary is associated with, or caused by, 
some other morbid condition, its symptoms are to a great extent 
masked by the symptoms of the accompanying condition. The 
symptoms which are the direct rcvsult of the prolapse are, — more or k^ss 
well-marked dyspareunia (i.e., pain during coitus), and tenderness 
when a vaginal examination is made, both being found In proportion to 
the amount of inflammation which is present in the ovary. The 
degree of dyspareunia may be so great as to cause relative sterility 
by preventing coitus. There may be also extreme pain when the 
bowels move, or when walking. 

Diagnosis . — The symptoms suggest the presence of prolapse, and 
on making a vaginal examination a round or oval and tender swelling 
is found behind or slightly to one side of the uterus, either about 
the level of the internal os or at the bottom of Douglas’ pouch. This 
swelling can be best felt by recto-vaginal examination, whilst by 
bimanual examination we can recognise that the tubes are healthy, 
and that one or other ovary is missing from ^its normal place. A 
prolapsed ovary may be confused with a subserous myoma growing 
from the posterior uterine wall, a cystic tube, a loop of intestine 
adherent in Douglas’ pouch, and a tender retroflexe(^ uterus., 

Treatment . — The treatment consists in removing — as far as possible 
— any condition which, may favour the prolapse of the ovary, as retro- 
deviations of the uterus, tumours, etc., and in adopting me/isures 
calculated to remove the accompanying inflammation — ichthyol plugs, 
hot vaginal douches, etc. If adhesions are present and arp thb cause 
of the prolapse, it is probable that complete relief will only berobtained 
by opening the abdomen, separating the adhesions, and removing any 
d^sea^ed portion of th^ ovary. If, for any reason, an operation is 
contra-ind,icated, sorAe relief may be obtained by means of massage. If 
there arc small cystic tumours present, the diseased portion of the 
ovary or the whole ovary .piaye be removed, and adhesions may be 
broken down at the same time. 
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INFLAMMATORY DISEASES OF THE OVARY. 

Inflammatory diseases of the ovary have been already fully dis- 
cussed un^er the heading Salpingo-oophoritis. 

TUBERCULOSIS OF THE OVARY. 

Tuberculosis of the ovary very rarely occurs as a primary con- 
dition, and is usually sedbndavy to tuberculosis of the tubes of the 




Fig. 150. — A. Corpus lutouni in the ovary beginning to form a cyst. B. Graafian 
follicle cysts. 0. Ovary containing small cyst showing papillary tufts. In the 
other ovary was a large cystic papillary growth. 

^ • 

peritoneum, or, more rarely, of other organs, as the lungs. Even 
then, it is rare, and in extefisive tuberculous disease of the tubes, 
the ovaries may be quite free from infection. When ovarian tuber- 
culosis occurs, it usually results in thefformation of an ovarian abscess. 

The symptoms, methods of diagnosis, and treatment, are the same 
as tHbs^ of salpingo-oophoritis. 


GROWTHS OF THE. bVAEY, 

Tumours and new growths of the ovary may be classified as follows : — 
I. Retention cysts. 

II. Tumours devdoped from the epithehal -cells of the ovary. 


236 


DISEASES OF THE OVARIES. 


III. Tumours developed from the mesoblastic or connective 

tissue cells of the ovary. 

IV. Dermoid cysts and teratomata. 

V. Complex tumours. , 

Each of these groups will be again subdivided according to the 
structure of the different tumours which they comprise. 

I. Retention Cysts of the Ovary. — Two varieties of retention 
cysts are met with, as follows : — 

(a) Cysts of the Graafian follicle. 

(b) Cysts of the corpus luteum. 



Fig. I.IT. — Cystadenoma of ovary. Loculi are filled with se^jii -gelatinous contents. 


(a) Cysts of the Graafian Follicle. — These cysts occur in two 
different clinical forms, either as one or more fairly large cysts, lor as a 
multitude of small cysts {v. Fig. 1 5(), B). The larger cysts are known as 
simple cysts, in contradistinction to cy»ts which are true new growths. 
Both forms are due to the accumulation of fluid in a Graafian folli|*Je. 
The multiple cysts vary in size Uom that of a pin’s head to that of a pea, 
whilst the larger simple cysts may reach the size of an orange, though 
usually they are about the size of a hazel-nut or a walnut. Theif walls 
are identical ,in structure with that of the walls of a normal Graafian 
follicle, land they ar^ lined with cubical or flat epithelium. The 
contained fluid is thiif, clear, and straw-coloured, with a specific 
gravity of 1005 to 1026. Occasionally, it may be tinged with blood, 
owing to the rupture of a siqaJJI blgod-vessel in the wall* 

Th(? mode of origin of these cysts is obscure,^ The multiple cysts are 


EPITHRLIAL TUMOURS OF THE OVARY. 


237 


usually found in association with chronic thickening of the capsule 
of the ovary, i.e., chronic cortical oophoritis, and hence this condition 
is sometimes called sclero-eystic oophoritis.” The larger cysts are 
often found in association with myomata and long-continued backward 
displacement of the uterus, with salpingitis, and with pelvic peritonitis, 
and so it is probable that their occurrence is favoured by ovarian 
congestion. 

(b) Cysts of the Corpus Luteum. — These cysts are formed in corpora 
lutoa which have not disappeared, and in which an accumulation of 
fluid has gra*dually increased (r. Fig. IbO, A). They may attain the size 
oi a walnut, or* become even considerably larger, but as a rule they 
are cpiite small. Tluar wall is composed ol ovarian stroma, and of 



t’icj. J5S. — y cj'-stoma of ovary. The tufts arc almost entirely of ejiilheliun., 

and seconojiiy growths had been formed in the ])entoneum. 

the peculiar golden-coloured tissue characteristic of a corpus luteum, 
and is very frijiftl®. Their contents are usually blood clot in different 
stages of disintegration, and in addition leucocytes and lutein cells. 

Nothing is known as to their cause. 

• 

II, Tumours developed from th/ Epithelial Structures of 
THE Ovary. — Various theories have beeji put forward to account for 
the of?gi» of epithelial tumours of the ovary. Of these the principal 
are the following : — ^ 

(1) That they aris^ from portions of g^njiffal epithelium wlich 

have penetrated the ovary from its surface. • 

(2) That they arise from the cells of the Graafian follicle, or as 
some writers maintain, of the corpus lulfeitm. 
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(3) That they arise from portions of the parovarium which have 
become included in the ovary. 

(4) That they arise from ingrowths of the fimbrial cells. 

(5) That they, in common with all the epithelial elements of the 
ovary and the interstitial parenchyma, have their origin in a structure 
called the rete ovarii, similar to the rete testis. This rete ovarii is an 
irregular cavity in the ovarian stroma lined with one or several layers 
of cubical epithelium, and is constantly found in young cows. A 



Fia. 159. — A proliferating papi^ary cy^t of the ovary, in which the jnpillarj" mas&e.s 
have made their way thiough the cyst wall. 1. llcmairis of ovary partially 
converted into a cyst, v hich has bur'^t. 2 Cy''tic i)ortioii of ovary, its interior being 
filled with papillomatous growi-h. 3. Papillomatous ma»>es in which the ovary 
is embedded. Many of these have spiouted thiough the cyst wall. 4. Pedicle 
{Roberts.) 

similar structure is said to be present in the early\human 'ovary, 
but under ordinary circumstances it disappears. If fragments of it 
persist, they are likely to be the stalting-points of tumours. The 
relative frequency with which epithelial tumours of the ovary rfire 
bilateral gives strong support t> this view. 

Three varieties of epithelial tumours are met with : — 

(a) Cystadenoma, or proliferating adenomatous cyst. 

(b) Papilloma, or proliferating papillary cyst. 

•,(c) Carcinoma. • • ' 

We 'shall discuss the first two together under the head of “ Proliferat- 
ing Cysts of the Ov|iry.” 

(a and b) Proliferating #0ysts • of the Ovary. — Cy^adenoma, or 
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Fig. 


. 1«1.— ProbfMotiu* epithelium 

r.X“.S'*.SS.e; 
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proliferating adenomatous cyst, is the commonest variety of ovarian 
tiiniour. It is a bcjiign, cystic, and multilociilar^ tumour, which does 
not tend to cause metastases, to invade neighbouring structures, or 
to recur locally after removal. It is usually unilateral. 5^pilloma, or 
proliferating papillary cyst, is also a cystic and multilocular timiour,and 
primarily is benign. If, however, it is not removed, it tends to invade 
neiffhbouriim tissues, and to recur in them after the removal of the 



Fig. 1(>2. — IVoliferating papillary cyst ot the ovary. 

througli the wall. ( Wyder.) 


Dia^ainmalie .section 


tumour itself. It may thui^e considered to be semi -malignant. It \b 
very frequently bilateraf. PapillomaSi constitute about fifteen and a 


half per cent, and cystadenonmta about forty-four per cent, of all iSrge 
ovarian tumours. • . ^ . 


Proliferating cystic tumours are always multilocular, even^when, 
to the naked eye, there appears to be only one cavity. As th^pithelial 
lining pi o) iterates, it may either grow outw^ards int^ the connective 
tissue ot the c\st wall i^nd thcreform diverticul£|^(7;. Fi^s. IGO and 161) 
or, if, the activity of the epithelium is sufficiently great, it may project 
into the interior of the cvst in the form of little ridge-like elevations 
{v. Pigs. 1 62 and 163). Inutile former case the condition is known as 
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cystadenoma, or proliferating adenomatous or glandular cyst ; in the 
latter case, as a 2^^pilloma or proliferating papillomatous cyst. 

The forms assumed by proliferating adenomatous cysts are very 
numerous, and constitute every degree between a smooth-walled and 
apparently unilocular c\^st and an almost solid tumour of a sponge-like 
structure. 

Proliferating papillary cysts are luckily much rarer than proliferating 
glandular cysts. The essential dillerence between them is, that in 
the papillary cyst the activity and power of growth of the epithelium 



Fig. 1(>3. — ProlifeiMring ]. i|»illary cyf't. a. Cystic space filled with papillary tufts 
• of epithelium, h. iSi)acc showing papillary tufts of epithelium, and tilled with 
mucoid material, x 25. {Wigham.) 

is very much more* marked than in the gl^idular cyst. This results 
in the outgrowth of epithelial v^etations ^through the cyst wall, and 
in the great tendency to take on malignant action which these cysts 
posseSs. The varifitions in form and size.are also very numerous, but 
they d^) ift?t reach the enormous size wliich is sometimes reached by 
adenomatous cysts. The papillary groups of epithelial cells, which 
first appgfiA’ on the interior of the cysts, afterwards tend to grow 
outwards, and iia^y invade the peritoneum (v. Fig. 1 59). During the 
removal of such •tumours it sometim(?s happen^; ^hat papillary tuAs 
become implanted on the peritoneal surface' oc in the abdominal 
wound, and there proliferate. From the beginning of peritoneal 
invasion th^' history of the case is*on^ df malignant disease. As 
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we have said, these cysts are frequently bilateral — a fact which 
has a very important bearing on their operative treatment. 

(c) Carcinoma. — Carcinoma of the ovary, as a primary condition, 
is by no means so uncommon as is sometimes stated. It is the most 
common form in which malignant disease attacks the ovary, and not 
infrequently arises in a mucoid cyst. In many cases, however, it is 
secondary to carcinoma of the breast, the uterus, the jndorus, or 



Fio. 104. — Carcinoma of the ovary, probably mali^oiant dp^ciiciation ol a 
pit -existing ovaiiaii cyst. 

some other poi tion of frastro-intestinaJ tract ; in such cases, 
as in primary cancer, i^jth ovaries efre likely to be affected. Both 
in its primary and secondaij^ forms, it is frequently bilateral, 

^ 

III. Tumours developed from the Mesoblastjc C'ell’Js of the 
Ovary. -Four varieties of tumour developed from the i»es?>blastic 
or eonnectif e tissue cells are met with 
\ * (a) Fibrornti. 

( h } Mvorna.^ 

(o) Sarcoma. 

(d) Endotheliomat 
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• (a and b) Fibroma and Myoma. — The fibroma and the myoma are 
both rare tumours in this region, especially the myoma. Fibromata 
constitute about six per cent, of all large ovarian tumours. They vary 
in size from quite a small nodule to the size of a foetal head, and some- 
times occur in association with cystadenoma. A myoma of the ovary 
consists of unstriped muscle tissue with which there may be a mixture 
of fibrous tissue. Both tumours are encapsuled, and in this way may 
be distinguished from sarcomg, which infiltrates the ovary. 

(c) Sarcoma. --Harcoma of the ovary may occur between infant 
life and pul)erty, jjlso bt^tween the ages of twenty-five and forty- 





thti. !()."). --(\iiviiioina uf the ovary. Section of the companion ovary to that 
^lunvn in Fig. 104. 


live. In adults it constitutes about three “per cent, of all large 
ovarian tumours. It may reach ^ comparSJtivgly large size, and is 
usuallv composed of a mixture of spindle and round cells. If one 
ovary affected, the other will probably be also attacked. Ovarian 
sarcoma •rapjdly generalises itself and proves fatal. Cystic degenera- 
tion of tli^se growths is very common, and, frequently, haemorrhages 
take place info the cavities thus formed. 

(d) Endothelioma .r— Endothelioma of the ovary, ^ like that of the^ 
uterus, may occur ‘in either of two forms, origifiating respectively 
from the lymph canals of the -organ or from the p^itoneal covering. 
The accompanying figure (i;. Fig. 108) shows a peritoneal endo- 
thelioma, whi^h caused widespread disseinmation Ijiroughout the 

16—2 
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entire peritoneal cavity. Each of the grape-like bodies consisted of 
large and flat cells, indistinguishable from and continuous with those 
of the peritoneum covering them. In the middle of each nodule was 
a small cyst-like cavity, which contained clear lymph ; the wall of the 
cavity was not specialised in any way. There was very little stroma. 
The secondary growths were small nodules, not unlike miliary 
tubercles in appearance, but identical in structure with the grape- 
like bodies. The condition had given rise to considerable ascites. 

IV. Dermoid Cysts and Teratoma'I’a. — A dermoid (oe/>^a, the 



Fig. — Carcinoma of ovary secondary to carcinoma of breast. A. and B. Cyst 
formation. The second ovary, also diseased, is shown in s<'otion in Fig. 1()7. 

skin ; elBos, a likeness) rA\st is characterised by possessing a lining 
of cells, derived from ecVodermal cells, and by containing a hetero- 
geneous collection ot other ectodermal structures, as hair, teeth, 
sebaceous glands, and nails, and, in addition, traces or eveii large 
quantities of tissues resembling almost any of the structiUres. of the 
body (v. Fig. 169). Among these may be mentioned carCilage, bone, 
mucous and mammary glands, and smooth muscle-fibre. Their 
flui(^ contents are composed of a yellow and greasy substance con- 
raining sebaceous m|».tter, shed epithelium, an(J fat. * The fluid solidifies 
as* the tumour los«s iTs heM after removal. Dermoids are usually of 
comparatively ^mali size^ and larely exceed that of a foetal head. 
They are usually unilatefal* bul may be bilateral 
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Several theories have been brought forward to explain the origin 
of dermoid cysts : — 

(1) That they are due to the inclusion of a portion of ectoderm 
in the ovary^ at a time at which the latter lies close to the former. 
This theory, while it serves to account for the presence of ectodermal 
structures in these tumours, does not in the least account for the 
presence of the various structures which are not ectodermal in 



Ftg. 1(i7. — f^u’cmonia of ovary, secondary to carcinoma of breast. A. and B. Cyst 
formation. The second ovary, also diseased, is shown in Fig. 1(5(>. 


(2) That they are instances of parthenogenesis (ovular development 

without impregnation), that is to say, that In ovule takes on growth 
fer se and develops an atypical incomplete' embryo, in which many 
of the ordinary tissues of the bo^y are represented, whilst others are 
not, sHch tissues being arranged in no recognised order but grouping 
themsebv^liaphazard. • 

(3) That*a dermoid is derived from a cell called a “ nodal cell,” 
which has Ipeen lying latent up to the time of* the formation of the 
tumour. B ird, who was the originator of this theory, applies the 
term “ nodal cell ’-to the cells of the ovdle prior to*the differentiation 
of the three layers of the embryo. As these layeiis are derived from 
‘‘ nodal cells,” each cell must apparently have the power of developing 
different tissues. Such a theory would tfl^ explain those cases in 
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which dermoids, containing tissues other than ectodermal, have been 
found in parts of the body other than the ovary. 

A teratoma is a solid tumour which contains elements very similar 
to those met with in a dermoid cj^st, but these elements are more 
irregularly arranged and are distinctly malignant in type. Dermoid 
cysts constitute about sixteen per cent, of all laige ovarian tumours, 
whilst teratomata are rare. 

V. Complex Tumours. — Complex of mixed tumours are formed 
by the association of different varieties of tumour in the saiiie growth, 
as by the association of a proliferating tumour and a f broma. 

Pathological Tumours of the ovary tend to grow in one 

of two directions, either into the peritoneal cavity or between the 
layers of the broad ligament. Crow’th into the ])eritoneal cavity is 



Eio. 1()S — Endotholioma of the ovariC't. A. Right ovary. B. Loft ovary seen 
in softion. E.'l’. Fallopian tube. (). Civarv. 


much the more comm^^n, and in such cases, as the uimoiir enlarges, 
it draws out the broad ligament into a regular pedicle, by means of 
which it is moored to the pelvic floor. As the broad ligament stretches, 
the tube also is elongated, and may become two or three times its 
normal length. The bipod supply to the tumour is derived partly 
from the ovarian artej^y coming through the infundibulo-pelvic 
ligament, and partly freto the anastomosing branch from the uterine 
artery coming through the ovarian ligament. 

Growths between the layers of the broad ligament usually result in 
the formation of what is known as an intra-ligamentous^^cyat, but in 
some cases the tumour may burrow so deeply behind the pelvic 
peritoneum that its original relation to the broad hgament^is apparently 
^lost^ In such cases the tumour may burrow extra-peritoneally until 
it comes into relation with'the ureters, and with the mesenteries of 
the ascending and descending colon and the rectum. During its 
growth it receives additional blood supply frona the surrounding 
tissues. ‘ ‘ 
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Symptoms - The principal symptoms caused by ovarian tumours 
are as follows -- 

( 1 ) Menstrual disorders. These are very variable. Most frequently, 
there is slight menorrhagia and metrorrhagia, and dysmcnorrhoea ; 
more rarely- in those cas(\s in which the ovarian tissue is completely 
des t roy ed am ei lorr 1 1 nca . 

(2) Pressure symptoms. The extent of the pressure symptoms 
depends both upon the size and the situation of the tumour. Very 
large tumours cause serious pressure upon the heart, lungs, stomach, 
and int‘estines, and so^ give rise to cardiac palpitations and perhaps 
failure, dvspiKK^a. vomiting, and intestinal atonv. Smaller tumours. 





Fkj. 1()U. — Dermoid of ovaiy, showing tuft of hair and several teeth. The r 

• Jj;reasy eontents have been lemoved. 

on the other hand, wliich become impacted m the pelvic cavity, may 
cause severe pain*from pressure upon the dicral nerves, and interference 
with the functions of the bladder and rectum. In malignant disease 
of the ovaries, ascites is very commonly present, and, as the tumour 
grows, secondary involvement of the peritoneum and of the 
inteetmes may occur, leading to peritonitis and possibly intestinal 
obstrjjction. 

(3) fl^nstitutional disturbances. These consist in the occurrence 
of dyspepsia, 4®bility, insomnia, and other reflex discraers. 

There are two changes which may occuf ip •ovarian tumours,^and 
which lead to serious consequences. These*are : — 

(1) Twisting of the pedicle. 

(2) Rupture of the cyst wall.* 
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(1) Twisting ot tlie pedicle. Any tumour of the ovary which is not 
bound down by adhesions, and which has got a definite pedicle, may 
undergo rotation. The result of such rotation is to cause twisting 
of the pedicle, and, as the twist tightens, compression of the blood- 
vessels results, ending, perhaps, in the total cutting off of the blood 
supply. The tumour then midergoes necrosis, which in turn may be 
followed by decomposition or suppuration. Sometimes adhesions form 
between the necrosing tumour and the omentum or the mesentery, 
and blood-vessels pass to the tumour through the adhesions, with the 
eventual result that the tumour receives a new blood supply instead 



Fig. 170. — Dermoid cyst of ovary, showing skin with roots of hairs and sebaceous 
gland.s and underlying fat. 


of the normal supply whil.h it has lost, so becouiing a “parasitic 
tumour,” sometimes ^ppens in the case of myomata. The 
symptoms of the stranghlation that results from twisting are generally 
very marked, and consist in the occurrence of sudden pain in the 
abdomen with increased rapidity of the pulse rate and Jy^rli^ps a 
sudden increase in size of the tumour, which also become^ painful. 
Sometimes strangulation is accompanied by the rupture o&v^sels in 
the tumouF walls, with haomorrhage into the interior of the tumour, 
iuWhidh case the patienlF will also present the symptoms of an internal 
heen^orrhagft. The lajbeiv symptoms depend on the extent of the change 
in the tumour. If the latter becomes necrotic, septic changes may 
occur in it accompanied by«eptic*peritonitis. If, on the other hand, 
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a slight blood supply persists, the symptoms of the patient may 
gradually abate somewhat, but the abdomen will remain tender, and 
she will suffer considerable pain. 

(2) Ruptyre of the cyst wall. Rupture of the cyst wall may result 
from direct violence, from gi*adual thinning of the wall due to impaired 
nutrition and loss of blood supply, or from erosion of the wall by the 
exteiision of a malignant or a papillary growth. If the rupture is 
sudden, and a large blood-vessel is involved, there will be free 
haiiiiorrliage into the peritoneal cavity, with the usual symptoms. 
If the I'upture is gradual, there may be no bleeding, but a slow 
t*scape of the ct'st contents into the peritoneal cavity. When this 
occurs in the case of a pseudo-mu cinoys cwstadenoma, the con- 



Fjo. ni. — Posterior view of the broad ligament, showing the blood supply and the 
attaohnients^of the ovary. O Ovary. O.V. Ovarian vessels entering through 
the infundibuio-pelvic ligament. U.V. Uterine vessels. 


dition known as pseudo-myxoma of the peritoneum mav« follow. 
Wheii gradual rupture occurs in the case of a papillary or malignant 
tumour, gradual dissemination of the malignant growth through the 
peritoneal cavity follows. The immedia1<3 symptoms of a gradual 
rupture are probably not marked, but sas the secondary changes 
follow the condition of the pafient rapidly becomes worse. 

Dmgnosis . — A small ovarian tumour must be distinguished from 
cystic/dMargement of the tube and sifbperitoneal myomata of the 
uterus. The diagnosis as a rule can be best made by a bimanual 
examination, unless the tumour is very small, when it can be best made 
by an afidomino-recto-vaginal examination. The characteristiq signs 
of a small or meium-sized ovarian tuftiour ate follows ^ 

(1) A tumour is felt, distinct from the* uterus but* conne«ted 
with it by means of a pedicle, and situated in the neighbour- 
hood oT[ one or other ovary.* • • 
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(2) The ovarian ligament runs into the tumour. 

(3) An ovary can be felt on one side, and only the tumour on the 

other. 

In the case of a large tumour which fills the entire abdomen, it is 
more difficult to arrive at a correct diagnosis. Such a tumour may be 
confused with a fibro- cystic tumour of the uterus, a pregnant uterus, 
a collection of ascitic fluid, a large cystic kidney, an enlarged spleen, 
and an extra uterine pregnancy at or near full term. The diagnosis 
of a large ovarian tumour can })e made by noting the following points : — 

(1) The history of the case shows that the tumour has grown upwards 
from the pelvic brim, and not downwards from the region^ of the kidney 
or spleen. Tumours of re;ial or splenic origin grow downwards. 

(2) The outlines of the tumour are distinct, and, if the abdomen 
is percussed, it will be found to be dull in the centre and resonant 
round the sides. In ascites, there is no well-maiked outline unless 
the fluid is encysted, and the sides of fh(' abdomen are usually foynd 
to be dull while llie centi e is resonant. 

(3) As in the, case of a small cyst, the most re]ial)](‘ poi nt^ is that the 
tumour is distinct fi'om the uterus, hut connect(‘d with it by means 
of a pedicle. The pedicle of an ovarian tumour can usually be felt 
in the following manner ; -(Vitch th<‘ cervix in an American for(*cps, 
and insert the middle finger into the rectum and the index finger into 
the vagina. With the other hand draw the uterus well down within 
reach, and pass the rectal and vaginal fingers upwards at one or other 
side of the uterus, in such a manner that they enclose the broad 
hgaifient between them. Lastly, get an assistant to push the tumour 
upwards towards the diaphragm. The fingers will then feel the pedicle 
tightening —if there is wie- and, when the assistanfalfews the tumour 
to fall back again, the pedicle will be felt relaxing. The determination 
of the* fact that the tumour is distinct fi*om the uterus will at gnce 
exclude the possibility of intra-uterine pregnancy, and will almost 
exclude the possibility of a fibro-cystic tumour of the uterus. 

If it is not possible tol palpate the tumour ap&rt from the uterus, 
even when the examination is ma(^e under an anaesthetic, pregnancy 
and fibro-cystic tumours must be excluded as far as possible by the 
symptoms of the patient. This as a rule is easy to do in cases of 
pregnancy, in which the differential diagnosis is most important. In 
cases of doubt, a definite diagnosis can always be obtained by waiting. 
Fibro-cy^ts of the uterus are more difficult to distinguish, ^\Lt, in their 
^asc/van accurate diagnosis is not so important, sind doubts can be 
removed by an exploratory coeliotomy. This remhrk applies also to 
causes of extra-utefine gestation after term when the foetus is dead ; 
before term, the symptom^ of the case are usually sufficient. 

The diagnosis^ of the actlial nature of an ovarian tumour can only 
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be made after its removal, and though in many cases it may be possible 
to make such a diagnosis by macroscopical examination, still a certain 
diagnosis can only be made by routine microscopical examination. 
Such an examination should therefore be carried out in all cases. 

Prognosis . — The prognosis of ovarian tumours, which are not 
removed, is very bad. Further, at the time of operation it is a wise 
rule to regard all solid tumours as malignant, unless we are prepared 
to operate again if the report of the pathologist shows the tumour 
to be malignant. If the \uniour is not removed, death will almost 
cert airily result from one or other of the following causes : — 

(1) The pressure which the tumour exerts on vital organs, notably 
on the heart, causing its failure ; on the iiVestines, causing obstruction ; 
on the ureters, causing uraemia; and on the lungs, causing impeded 
respiration and oedema. 

(2) The toxic effect wliich the absorption of its contents may have. 

• (?i) Putrefaction or supjniiation occurring in the tumour. These 
changes may occur either with or without twisting of the pedicle. 

(4) Ru])ture of the (*yst wall and consequent fatal peritonitis 
or luemorrhage, or the dissemination of the contents of the tumour 
through the peritoneal cavity. 

(5) Obstruction of labour, so causing rupture of the uterus. 

(6) The occurrence of metastases, if the tumour is malignant, in 
other organs or in the peritoneum. 

(7) The occurrence of malignant change in tumours which were 
])rimarily benign. 

Papillary cysts of the ovary are, with the exception (If actual 
ni.ilignant growths, the most dangerous of ovarian tumours, because, 
once the pifpillary masses have burst through their capsule, the rest 
of the history of the case is similar to that of malignant disease. 

. Treatment . — All tumours of the ovary must be removed, as it is 
impossible to determine wdiether they are of a harmless nature, or not, 
without doing so. Removal may be effected in the case of small 
cysts through thfe vagina, but we do noP recommend this route. The 
abdominal route is always pjpferable, tad^in the case of large cysts, 
it is necessary. In all cases of cystic or solid tumours the entire 
ovary must be removed, except in the case of retention cysts of 
the^Uraafian follicle or cysts of the corpus luteum, and both of these 
may ^safely be shelled out of the ovary, leaving the healthy portion 
of th^ drgan. In the case of papillomatous tumours, of *solid tumours, 
which at the, time of operation must be regarded as i^iali^ant, 
and of tumoilrs which are obviously malignant, both ovaries must 
be remove^, even though one may appeaf to be quite Iffealthy. 
Experience ghows this step to be nepessary in* consequence of the 
tendency for malignant disease of the* ovary to Ije bilateral. In such 
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cases a very complete extirpation of the broad ligament must be 
carried out, and also of the subjacent tissue and of the glands into 
which the ovarian lymphatics drain, as is done in Wertheim’s 
hysterectomy. This is a point to which one does not always pay 
sufficient attention. Many operators also remove the uterus, and 
there is much to be said in favour of such a practice, partly because 
the disease may recur in the uterus itself and partly because it ensures 
a more complete removal of the parametrium and the broad ligament. 

Aspiration of the contents of ovarian cy5ts, as a means of affording 
temporary relief or even of effecting a cure, is a practice ‘which is not 
infrequently adopted, although it has been condemned by all modem 
writers and operators. Aspiration, or tapping, never effects a 
cure. On the contrary, if the tumour is malignant, it renders 
dissemination of its contents through the peritoneal cavity more 
likely. Further, every time a cyst is tapped, adhesions may be formed 
between the cyst and the abdominal wall ; and so a case, which f^t 
the beginning may have been uncomplicated, may be rendered most 
complicated. Tapping of a cyst is only permissible under one con- 
dition ; — If a patient is dying from cardiac failure due to the pressure 
of a large cyst, tapping may be resorted to with the object of remov- 
ing the urgent sj'inptoms and bringing the patient into a conditioji 
inorfe suitable for operation. Tapping of the peritoneal cavity may 
be sometimes necessary, in cases complicated by ascites, in order 
to facilitate diagnosis. 



CHAPTER XIII. 


DISEASES OF THE PELVIC PERITONEUM AND OF THE 
’ UTERINE LIGAMENTS. 

• * 

Pseudo -myxoma of^the Peritoneum — Pclvie Peritonitis — PeJvic Cellulitis — "I’umoiirs 
of the Haoad* Ligament, Cysts, Fibroma, Ilaematoma — Tumours of the Round 
Ligament, Cysts, Fibroma. 


PSEUDO MYXOMA OF THE PERITONEUM. 

, When a cystadenoma of the ovary ruptures, its contents are dis- 
seminated through the peritoneal cavity. If the cyst is of the 
pseudo -mucinous variety, these contents are ropy and gelatinous, 
and in many cases, especially if there has been a quiet oozing through 
a thinned wall, adhere to the peritoneum wherever they come in contact 
with it. In addition, actual groups of cells from the cyst walls may 
be disseminated, and may take root on the peritoneum, and there 
continue to pour out the same gelatinous material as formerly they 
secreted inside the cyst. To this condition the term pseudo-myxoma 
of the peritoneum is given. It is an extremely rare condition, 
especially at the present- time, when it is usual to operate onwvarian 
cysts at a comparatively early stage. 

Pathological Anatomy . — When the abdon^n is opened, the remains 
of the ovarian cyst which has ruptured are found, and, as a rule, the 
point at which it has ruptured or yielded can also be found. The entire 
peritoneum is usually filled with a gelatinous and ropy secretion. 
The peritoneum is usually thickened, opaque, and covered with 
gelatinous materiel. Here and there numbers of small transparent 
nodules, like boiled sago grains, may hm seen or felt, and in places 
cystic cavities will be found in t^ie subperitoneal tissue. The condition 
of <he peritoneum and the subserous tissue is probably due to attempts 
to ajf^b the jelly-like material. Ohcasionally, true implantation 
metastases are found, formed, as we have said, from pieces of epithehum 
which have preserved their vitality, and become attached to the 
peritoneum, an(J in such cases the tumour hovers on the ]jrin^ of 
malignancy. • , * * • 

Symptoms . — The symptoms are at first* those of the ordinary 
glandular ovarian cyst, but after rupture has occurred they develop 
more rapidly than before, and flie ^rffcient’s condition becomes 
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extremely grave. As a rule, the actual rupture causes slight 
symptoms, as it occurs very gradually. 

Prognosis, — The prognosis is very unfavourable. The primary 
mortality is usually great, even where the tumour and the most part 
of the gelatinous material can be removed, and recurrences frequently 
take place. On the other hand, apparent recovery has occurred 
spontaneously where operation has been abandoned as impossible. 
In such cases, recovery is presumably due to the gradual atrophy 
of the secreting cells of the original cyst, and the absorption of the 
gelatinous secretion by the peritoneum. 

Treatment. — The condition may possibly be" recognise.'! prior to 
operation if it is suspected, but in the majority of cases it will 
probably not be recognised until the abdomen is opened to remove 
what is regarded as an ordinary ovarian cyst. The peritoneal cavity 
is then found full of a gelatinous secretion. The only treatment that 
is at all satisfactory is the immediate removal of the tumour if it is. 
possible to do so, and of all the gelatinous secretion, or of as much of 
it as can be removed. 


PELVIC PERITONITIS. 

Pelvic peritonitis is the term applied to inflammation of the ])elvic 
peritoneum. It is also known as ]>erimetritis, when the inflammation 
affects the peritoneum covering the uterus or the broad ligaments. 

Mtiohgy. — Pelvic peritonitis is always present in association with 
salpinga oophoritis, as a result of the extension of the tubal infection 
to the peritoneum. In other cases the source of infection may be 
the intestinal canal, or perforating wounds of the uttruJ) or vagina, 
or, possibly, any part of the pelvic connective tissue, the extension 
taking pijice by means of the lymphatics. * 

Pathological Anatomy . — As a consequence of infection, an exudate 
of lymph is poured out on the surface of the peritoneum, and adhesions 
form in all directions between opposing surfaces. *As a result, the 
intestines become adherent t^ one another, to the uterus, and to the 
appendages ; while the uterus and appendages become glued together 
and to the peritoneum of Douglas’ pouch. If the infection is acu\e, 
pus may form, and, collecting in the interspaces between the adfi^ms, 
may lead to accumulations of very considerable size. ^Such 
accumulations may burst either externally, or into the vaginaf, \iterus, 
blachier,*^ rectum, or intestines. As the inflammation subsides, the 
adhesions contract andi become ‘firmer, and in *this \tay fixed mal- 
positions of the uterus *anci fixed ovaries are produced. 

Bacteriology. — Thfe micro-o^anisms which are commonly found 
in pelvic peritonitis are thfe gonococcus, streptococcus pyogenes. 
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staphylococcus pyogenes aureus and alhus, and the bacillus coli 
communis. 

Symptoms , — The symptoms caused by acute and localised pelvic 
peritonitis are almost the same as those caused by acute salpingo- 

J J 



^^IG. 172. — Pelvic poriioiiitis the result of a double pyosalpinx. 

oophoritis.* The symptoms of the chronic stage are due to dis- 
placementsgand pressure caused by the contraction of the adhesions. 
Thus, there may be the symptoms of chronic metritis, from the dis- 
placement of the uterus^ irritability of the bljfd^ef, from the tractiofi 
exerted upon that organ by contracting bands*; Jiterility ffom occlu- 
sion of the abdominal ostia of the tubes ; flatulence, and a greater 
or less degree of obstruction of tHfe iitt^tines, from constricting 
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bands ; and ovarian tenderness, or pain, from pressure on the ^ 
ovaries. 

Prognosis . — The prognosis of pelvic peritonitis in ijs acute stage 
is somewhat serious, on account of the risk of the infection extending 
to the general peritoneal cavity. Even after the acute stage has 
passed away, there may be a recurrence at any time. In the chronic 
stage, pelvic peritonitis does not as a rule endanger life, except in 
rare cases by causing intestinal obstruction. The patient, however, 
seldom completely recovers from an ‘attack, as the adhesions 
and their effects persist, causing a varying degree of dfocomfort 
or pain. * ‘ 

Treatment . — The treatment of acute pelvic peritonitis consists in 
keeping the patient at rest in bed, adopting measures to relieve the 
pain, and promoting the peristalsis of the intestines. The pain may . 
be best relieved by the application of hot stupes over the hypogastrium, 
or sometimes of an ice-bag, by warm vaginal douches, and by the 
insertion in the vagina of glycerine and ichthyol plugs. Leeches 
and dry-cupping over the lower portion of the a]>domen are also 
recommended. If accumulations of pus form in Douglas' pouch or 
among the intestines, they must be opened, if possible through tlie 
vagina. If this cannot be done, and if it is necessary to open the 
abscess from above, sufScient time must be allowed to permit of the 
formation of adhesions between its sac and the abdominal walls in 
order that it may be possible to open the sac without at the same 
time opening the general peritoneal cavity. Vaccine treatment may 
be ind'Cated if the nature of the infecting organism can be ascertained. 

As a rule, it is advisable to begin in chronic pelvic peritonitis with 
palliative treatment, an*d relief may be afforded k) the symptoms 
by the same measures as give relief in salpingo-obphoritis. If 
this fails to relieve the . pain, and if a year has elapsed since the 
acute stage, it is advisable to open the abdominal cavity with a view 
to making an exact diagnosis. The radical treatment of this stage 
consists in the removal of the cause of the peritonitis, such as inflamed 
ovaries or tubes, suppurating tumours, etc., in the breaking down of 
adhesions with a view to correcting the malpositions which they 
cause, and in the ventral suspension or fixation of the uterus. ‘ 

PELVIC CELLULITIS. 

Pelvic cellulitis is the term applied to inflammation of the sub- 
p^itoneal pelvic tiftj]je*due to infection, eithgr directly, or from an 
alre^idy infbcted ar(^ through the lymphatics. When it is limited ' 
to the subperitoneal tissue in the neighbourhood of the uterus or 
broad ligaments, it is somlitimSa termed parametritis, It is most 
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usually secondary to septic or gonorrhoeal endometritis, especially 
when such a condition starts after parturition. It also occurs from 
injuries, such as deep lacerations of the cervix and wounds of the 
vaginal vault, through which infection can reach the pelvic connective 
tissue. 

Pathological Anatomy , — Two forms of pelvic cellulitis may occur : — 
a diffuse form, in which the infection extends rapidly through the 
entire pelvic connective tigpue ; and a circumscribed form, in which 
the infection, remains limited to one portion of the connective tissue. 
In the former ca,^e th^ infection is usually more virulent, the entire 
pelvic tissue® becomes infiltrated by an exudate of small leucocytes 
and sero-purulent fluid, and, as this exudate increases in amount, 
the uterus becomes so fixed that it seems to be embedded in plaster 
of Paris. In the circumscribed form, the exudate is limited to one 
or other side of, or in front of or behind, the uterus, and, according 
to* its situation, is spoken of as anterior, posterior, or lateral para- 
metritis. In each form, the exudate may follow one of two courses : — 
it may be absorbed, or suppuration may take place. In those cases 
in which absorption occurs, a certain degree of infiltration and of 
cicatricial contraction of the uterine ligaments persists, leading to 
subsequent displacements of the uterus (v. Fig. 62). If an abscess 
forms, it tends to point most frequently above Poupart's ligament. 
On the other hand, it may point through the ischial foramen, at the 
outer margin of the quadratus lumborum, below Poupart’s ligament, 
or into the vagina, bladder, or rectum (Diihrssen). 

Symptoms , — The symptoms are very similar to those of the acute 
stage of pelvjc j)eritonitis. If, as sometimes happens, the sheath 
of the ilio-psoas muscle is involved, the patlient when in bed will lie 
with the thigh on the affected side flexed, in order to relax the^ muscle 
as* far as possible. If pus forms, the temperature becomes hectic in 
character, and night sweats and rigors occur. In the chronic stage, 
the symptoms are due to the displacements which are brought about 
by the cicatricial contraction of the ligaments. 

Diagnosis . — The diagnosis is •made from the symptoms, in con- 
junction with the results of a pelvic examination. The uterus is 
found tti^be surrounded by a firm immovable mass, or else to be dis- 
placed^o pne or other side by such a mass. If the exudate is situated 
in the tissue at the base of the broad ligament, the vagina seems to 
be roofed over by the exudate. If the exudate is principally in the 
layers of the broad ligament, a hard ijiass c^n hp felt by abddmii/al 
palpation on one or other side of the uterus. \ unilateral celluhtis, 
especially if situated in the layers of the broad ligampnt, is very htely 
to be mistaken, for a suppurating b®nmtpma, if one relies on the 

physical signs alone. The diagnosis is made from the history. 

8 . 0 . 17 
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Prognosis . — A diffuse cellulitis may kill the patient by setting up. 
a general septic poisoning — such a termination is, however, rare, 
or, if an abscess forms, by bursting into the peritoneal cavity. Some- 
times the exudate may be absorbed, and leave behind no very palpable 
traee of its existence. More generally, however, there will be some 
displacement of the uterus caused by cicatricial contraction of the 
ligaments. 

Trm/w/e??/.-— The treatment of pelvic cellulitis resembles the treat- 
ment of the other acute inflammations of the pelvis — rest in bed, 
hot stupes, hot vaginal douches, the use of opiates if necessary, and 
the administration of easily digested and nourishing food, stimulants, 



Fiq. El 3. — Diagram of the ovary and parovarium bhowing the relationships of the 
oophoron and par-oophoron. A. Oophoron. B. Par-oophoron. C. Vertical 
tubules of parovarium. K. Kobelt’s tubes. G. Gartner’s duct. {Bland- 
Sutton.) < - ‘ 

and Iq^xatives. If an abscess forms, it will tend to point in one of 
the places already mentioned. If possible, that is, if the abscess is 
situated in the base of the broad ligament, or beneath the peritoneum 
of Douglas’ pouch, it must be opened from the vagina. If it is bulging 
upwards into the abdomen, and tending to point above, its sac must 
be allowed to become adherent to the abdominal walls before opening 
it. After the contents have escaped, it is advisable to make a ccfunter- 
opening into Douglas’ pouch from the vagina in order to^Jlow free 
drainage. 


’TUMOURS OF THE BROAD LIGAMENT.* 

• • • * 

Cysts.— Cysts of^ |ihe broad ligament aiise irf the parovarium 
(irapa, beside ; ov&rium, an egg-keeper) or organ of Rosenmiiller, 
which is the remains of the Wojffian body. The parovarium consists 
of three sets of tdbules an outer set, about three in number, running 
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^vertically to the outer extremity of the broad ligament and sometimes 
ending in small pedunculated cysts (the hydatids of Morgagni) — 
these are known as Kobelt’s tubes ; an inner set of about twelve in 
number, also^ running vertically and radiating from the par-oophoron ; 
and, lastly, a larger tube running from Kobelt’s tubes horizontally 
across the top of the second set, and ending sometimes blindly in 
the broad ligament, at other times in the vaginal wall. The last is 
known as Gartner s duct, and is the representative in the female of 
the vas deferens in the male*(?J. Fig. 175). 

PaiholdgicaV Anatomy . — The small pedunculated cysts developing 
UrKobelt’s tiibes*are of no clinical importance. The sessile cysts 



Fia. i74.— Aparoyarian cyst. A. Cut end of tube. B. Ovarian ligament. C. Ovary ; 
1). Ovarian artery. E. Infundibubj-pelvic ligamefit. F. Accessory fimbriated 
end of tube with hydatid of Morgagni. 

• 

which grow between the layers of the broad ligament are usually 
comparatively thin-walled structures, covered by peritoneum, lined 
with columnar epithelium —if it has not disappeared as the result of 
pressure atrophy — ^and almost always unilocular {v. Fig. 174). In a 
few instances, they become paptllomatous, add in these cases they 
are believed to arise in Gartnre’s duct. Parovarian cysts, which 
are no^papillomatous, can be distinguished from ovarian cysts in 
the followihg manner : — 

(1) Thoy are completely covered by peritoneum which can be 

easily stripped off. 

(2) They arep*almost always unilocular, afid^^^ry thin-wall^. * 

(3) The contents are clear and slightly alkaJine, and* contain a 

substance which is precipitated by the addition of alcohol. 

They* are of low specific gA,vity^l004 to. 1006. 


17-2 
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(4) The Fallopian tube is stretched over the cyst in intimate 

connection with it. 

(5) The ovary will usually be found at the back of the cyst and 

distinct from it. 

Cysts developing in the terminal portion of Gartner’s duct burrow 
deeply into the pelvic cavity, and may even bulge into the vagina 
(v. Fig. 26). 

Symptoms and Treatuneni , — The symptoms of these cysts are 
practically the same as those of ovarian cysts. The treatment is also 
the same, because, although small parovarian.cysts^are not oi any great 
consequence, it is not possible to make a differential dia'gnosis between 
them and ovarian cysts prior to their removal. In removing them, 
it is seldom necessary to remove the ovary also, and they can usually 
be easily enucleated after incising and separating their peritoneal 
capsule. Cysts of Gartner’s duct, which burrow deeply, may in some 
cases be easily removed through the vagina. 

Fibro-myoma. — Fibro-myomata of the broad ligament, quite 
distinct from fibro-myomata of the uterus, are occasionally met with. 
Some writers believe that they begin in the uterus and then become 
detached ; but it is more generally believed that they arise, 
independently of the uterus, in the muscle fibres which are prolonged 
into the base of the broad ligament. They manifest their presence 
by the pressure symptoms to which they give rise. Removal is 
sometimes difficult, on account of their close relation to the large 
pelvic blood-vessels and the ureter. 

HiEMATOMA. — Haematoma of the broad ligament ^Yill be discussed 
under the head of Internal Haemorrhage. 

TUMOURS OF THE ROUND LIGAMENT. 

Cysts. — Cysts of the round ligament, forme^d by accumulations 
of serous fluid beneath f/he peritoneal covering which accompanies 
the round ligament in^ the inguinal^^janal, have been already described 
under the name of hydrocele of the canal of Nuck. 

** "c 

Fibroma. — Fibromata and ’fibro-myomata of the rouqd ligament 

are sometimes met with. They may reach the size of a fqetal head 
or a little larger; they grow either into the abdomin&L cavity or 
^xtemally, according as they are situated above or below the internal 
abdominal ring. ^ ^ ' 

'Those which grolv into the abdominal cavity must be distinguished 
from ovarian tumours and pqdunculated uterine ^nyoinata. These 
tumours should^ be remove^d if they reach any considerable size, on 
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ficcount of the danger of their undergoing sarcomatous change. If 
they are growing externally, they can be easily enucleated ; if growing 
internally, they must be removed by an abdominal coeliotomy. 

OPERATION. 

The following operation may be described here : — 

VAGINAL INtdSION ANf) DRAINAGE. 

Vaginal iiicwsiow^and 'drainage is of value in order to evacuate 
collections of pus in the pelvis, and to afford drainage from the most 
dependent part of the peritoneal cavity in septic peritonitis. 

, Indicntiom . — Vaginal incision is indicated in the following cases : — 

(1) Localised collections of pus in Douglas' pouch or between the 

^ layers of the broad ligament. 

(2) Cases of pyosalpinx or ovarian abscess in which the diseased 

appendages cannot be removed, either owing to adhesions 
or to the inability of the patient to undergo a serious 
operation. It is also indicated in acute infection as a 
preliminary to the removal of the appendages, with the 
object of lessening the risk of infection of the peritoneal 
cavity. 

(3) General septic peritonitis. 

Instruments . — The following instruments are required : — A scalpel, 
or a pair of long-handled scissors with sharp points ; Bozeminn’s 
catheter; a posterior speculum; two curved clamp forceps; two 
American forccjis • six clip forceps; and a •long-handled plugging 
forceps. 

Operation . — Begin by examining the patient carefully, especially by 
the rectum, in order to determine the relation between the abscess, 
the rectum, and the posterior vaginal fornix. Then expose the last, 
by passing a posterior speculum. If the cervix is low down and 
fairly movable, catch the posterior lip with tin American forceps, and, 
by drawing the forceps downwards and forwards, place the mucous 
membtane of the fornix upon the stretch. A transverse incision is 
next m^e with the scalpel through the* mucous membrane of the 
posterior ^fornix just behind the junction of the cervix and the vagina, 
and about, ati inch in length (v. Fig. 242). In most cases, it, will then 
be possible to pusl^ the finger through the wall^of the abscess, a^d so 
make a passage fo» the pus. If this cannot be df)ne, a curved clamp 
forceps may be introduced instead of the finger^ and the opening 
enlarged by drawing the forceps out with its blades apart. Then, 
with one fingor in the cavity, make a caftftil bimanual examination 
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with the object of ascertaining the relation of the abscess to the. 
pelvic viscera, and the existence of secondary pus-containing loculi. 
All these loculi must be carefully broken down with the finger, but 
every precaution must be taken not to break through the adhesions 
which limit the infection above. The cavity is then well washed out 
with an antiseptic lotion, and the best of these is, wc think, peroxide of 
hydrogen. This may be made by diluting the ordinary full strength 
solution with an equal quantity or with |hree parts of water, so as to 
make a fifty per cent, or a twenty-five per cent, solution. If this 
lotion is used, the douching should be continued pntil the evolution 
of gas has almost ceased. The cavity is then plugged tightly with 
iodoform gauze (e. Fig. 225). Usually, there is tolerably free luemor- 
rhage, but this will stop when a vaginal plug is applied in addition to 
the plug in the cavity, and is supplemented by a firm compress and 
abdominal binder. 

Comphenhons . — The principal complication which may occur is‘ the 
wounding of the rectal wall while the incision is being made. If the 
opening is made too much to one side, there is a risk of wounding the 
ureter or uterine vessels. 

After -treaUmni . — The patient should be kept as much as possible 
in a semi-recumbent or sitting position almost from the time that she 
conies out of the anaesthetic. The gauze plug should be removed the 
next day, the cavity douched, and a fresh plug inserted. This treat- 
ment is continued, and in a few days the size of the cavity will have 
become so much lessened that it will be possible to dispense with the 
plug in the cavity, and only necessary to place some gauze in the 
vaginal opening in order to keep the latter patent. 
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INJURIES RESULTING FROM PREGNANCY AND LABOUR. 

Pendiiloin^ Abdomen: Injuriof^ wliich favour Prolapse — Symptoms — Diagnosis — 
Troatinent. Oxiorations : (Jolpo-junina-orrliaphy — Anterior Colporrhaphy. 

Injuiyes Avliich cau>e Pistulie — V'arictie^ — -AEtioIogy — S3nnptoms — Diagnosis — 
Treatment. 

INJURIES RESULTINd KR(^.M rREUNANCY. 

The only injury which is likely to occur as a direct result of preg- 
nancy is the overstretching of the anterior abdominal wall, resulting 
in a condition to which the term pendulous abdomen ” is applied. 
Jf a woman has had a number of pregnancies at short intervals, if the 
size of the uterus in each of them is above normal, either due to the 
size of the child or to the amount of liquor amnii, and if the 
abdominal muscles are not supported during the pregnancy, they 
tend to become weakened and overstretched by the constant strain, 
and subsequently do not return to their normal condition. When 
such a patient is examined a year or so after the last pregnancy, we 
find the following changes : — The abdominal skin is redundant and 
wrinkled ; and the recti muscles are widely separated, and only held 
together by a layer of very thin fascia. If the patient when Ving on 
her back strains sufficiently to increase the intra-abdominal tension, 
the intestine® fgree this distended fascia i^pwards in a boat-shaped 
tumour between the edges of the separated muscles. When the 
patient walks aboui;, the abdomen drops forward, and, according to 
tke degree of the distension of the intestines, projects to a greater or 
less extent. The consequences of the condition are of importance, 
and are prejudici®,! to the general health of the patient. In the first 
place, the over-distension of the abdomen and its pendulous nature 
tend to cause difficulty in wallSng, and to Hamper all movements of 
tho'patient* which are dependent on normal abdominal muscles. In 
the yRrt place, the intra-abdominal pressure . is greatly reducai, with 
the result that the intestines lose a certain amount of support, and 
tend to ®indergo undue dilatation from the presence of gas. This 
process* eventually may go on to such an Extent as to lead to actual 
atony of the jjitestinal walls, imparring thejr* normal function^ of 
absorption and excretion. Lastly, there is ^ Ipss of support fqr the 
larger organs of the abdomen, particularly the liver, and a general 
ptosis of ^-he rfbdominal contents mS,y occfir. 
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Diagmsis , — The diagnosis of undue distension of the abdominal 
walls is easily made by direct inspection of the patient, and by pal- 
pation. If the patient while lying on her back is made to strain, 
the projection of the intestines between the separated muscles is 
very obvious, as also is her condition when she stands upright. 

‘ The amount of separation of the muscles can also easily be 
estimated. 

Treatrmnt . — The treatment of pendulous abdomen in so far as the 
obstetrician is concerned is prophylactic, d;hat is to say, his efforts 
should be directed to the proper support of the abdominal walls 
during pregnancy. It is advisable that every womaa, should wear a 
properly fitting abdominal belt during the latter half of pregnancv, 
and it is imperative that she should do so if there is any previous 
yielding of the abdominal wall or tendency to pendulous abdomen 
during pregnancy, or if the size of the ovum is greater than normal. 

The treatment of pendulous abdomen after it has occurred may be 
palliative or radical. Palliative treatment consists in the wearing 
of a suitable abdominal belt, and is usually sufficient in all slight 
cases, or even in cases that are fairly marked, if the patient can 
get a . belt which fits without discomfort. AVhere the degree of 
protrusion is great, or where a belt does not prove satisfactory, we 
have devised a form of operation from which we have had good 
results. It consists of three steps. The first step is the excision 
of any redundant skin. The second step is the opening of the 
stretched fascia in the middle line, and the over-lapping of the two 
layers of fascia to a sufficient extent to bring the recti muscles again 
into contact. The third step is the suture of the fascia in this 
position and the closure of the incision in the abdominal skin. The 
value of the result obtained is shown by the fact that the re- 
constituted abdominal wall is capable of standing the distension of 
subsequent pregnancy without yielding. 

INJURIES RESULTING FROM LABOUR. 

t 

Injuries of the genital uact, occurriitg during labour, are extremely 
common accidents. They can be divided into : — ‘ « 

Injuries which tend to produce or to favour prolapse^ the 
vaginal walls or uterus. * 

II. Injuries which tend to produce fistulous commujiicStions 
between the genital tract and the neighbouring organs. 

Injuries ‘which tend to produce or to favour Prolapse 
OF the Vaginal Walls or Uterus. — The injuries which tend to 
produce or to favour prolap^ o> the vaginal walls Or uterus are 
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lacerations of the perinseum, recto-vaginal septum, and cervix. The 
first two are the most important ; the last only tend to favour the 
occurrence of uterine prolapse by setting up metritis, and so in- 
creasing the size of the uterus. 

Slight lacerations of the perina3um are of little or no importance, 
except at the time of their occurrence. On the other hand, lacerations 



Fig. J75. — Complete prolapse of the uterus and inversion of the vagina. Note the 
true ulceration of the cervix, the result of friction against the skin of the thighs. 
(From a photograph by Dr. Arthur Ball.) 

r* 


of either the vaginal wall or perinseum which involve the levator ani 
muscle are •f the greatest importance, owing to the further pathological 
conditions which they tend to bring about. 

We have alre^y described the pjfrt playod^bv lacerations M 


the levator ani muscle in producing prolapsh pf the uterus, and 


we have shown how the first step is^ prolapse ‘of the anterior 
vaginal wal! as result of lack of shpp^frff from the posterior wall. 
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Such a prolapse is termed a cystocele {kvcttls, a bladder ; a 

tumour), and, as it grows, it drags upon the uterus in the region ot 
the cervi CO- vaginal junction, with the result that the posterior liga- 
ments of the uterus and the supra-vaginal portion of the cervix are 
lengthened. If, in association with this condition of the vagina, 
the uterus becomes rctrovcrted owing to the relaxation of the posterior 



Fkj. 17(). — Complete laceration of the perinasum. P.V. Posterior vaginal wall. 

R. Rectum. A. Remains of anus. The arrow points into the vagina.* 

• . 

ligament-8 and the downward drag of the vagina, and so comes to he 
with its a: 5 :is more or less coinciding with the axis of the vagina, any 
ivere^ise ii\ the intra-ab*dominal pressure will tend ‘to drive it down- 
wards into the vagn¥i.* As tftie uterus descfjnds it drags down the 
poslerior vaginal wall after it, and forms what is known as a rectocele 
(rectum, the rectum, K/jAr^), jalthough there is usually no corresponding 
displacement of the rectaPw^ll (t;. Fig. 46). 
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Sym'ptoms . — The symptoms, which lacerations cause, depend upon 
their situation, their degree, and upon the amount of inflammation 
which accompanies them. 

Perinseal. lacerations, if complete, that is if through the sphincter 
ani and rectal wall, cause incontinence of faeces. If incomplete, they 



Fig. 177. — Extciihivc ectropion^of the cervix, the result of bilateral laceration. If 
• the point’s a and b on the anterior and posterior lips respectively were bronglil 
^HQ^hcr, the ectropion v ould disappear. ^ 

tend^o cause gaping of the vagina, a condition wdiicH favours the 
occurrpribe of vaginitis and the various symptoms hy^ which that 
complaint is accompanied. If the levator ani muscle^ is torn ^nd 
there is a profepse (jf the vaginal v^lls, tlierc Vill also lx* vagii^itis, 
and probably difficulty in defsccation and niicUirition. If the uterus 
descends, there will be in addition the various svffintoms of nrolanse 
or procidentia, 
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Cervical lacerations cause ectrojnon, i.e., eversion of the mucous 
membrane of the cervical canal, a condition which is liable to be 
confused with the so-called erosion (v. Figs. 82 and 86). An ectropion 
may cause endocervicitis, and this in turn tends to set up endome- 
tritis with its train of symptoms. 

Diagnosis . — The diagnosis of these cases can be made by inspection. 
A vaginal cyst may sometimes simulate a cystocele. A myoma 
growing from the cervix may possibly be mistaken for a prolapsed 
uterus. The condition of the levator ani rtiuscle can be determined 
by palpating the posterior vaginal walls at each side of the qniddle 
line. If the muscle is torn, a sulcus can be drstincfly fu^t with the* 
fingers between the lower edpe of the muscle and the perinsciim, and, 
moreover, the absence of the free edge of the muscle from the })lace 
at which it is normally in contact with the lateral vaginal walls will 
be readily noticed. 

Treatment . — We have already discussed the treatment of uterinp 
prolapse, and here we shall only deal with the treatment of the 
different injuries with which prolapse is usually associated. TVriiifleal 
lacerations should always be sutured at the time they occur. If 
this was regularly and carefully done, prolapse of the uterus would 
be by no means so frequent as it is. Perinseal lacerations cannot 
always be prevented ; they can, however, in almost all cases, be 
remedied by suturing them immediately after their occurrence, and 
the obstetrician who neglects to do so does not consult the interests 
of his patient. 

In chfonic perinseal laceration, repair is also indicated, particular 
care being paid to the suture of the levator ani muscle. The opera- 
tion known as colpo-perins^orrhaphy is the most suitable.* 

If the perinseal tear is accompanied by a cystocele, an anterior 
colporrhajohy should also be performed. • 

In lacerations of the cervix, our treatment may be palliative or 
radical. Palliative treatment is directed to the cure of the endo- 
cervicitis which frequently accompanies lacerations, also to the 
destruction of the cervical glands whose mouths have been everted 
into the vagina as a result of the tear. It is carried out by curetting 
the endometrium and endocervix, and also by swabbing out ftie 
latter with strong caustics, aS nitrate of silver, carbolic acl^^ or 
nitric acid. The application of caustics is made once or ^wice 
in the week, and the treatment must as a rule be continued for 
several montjis. Owing *to the length of time which is usually 
required in order to eTf^jcf a cure by these means, radical treatment 
is al\^ys preferable ^vhhn the condition is sufficiently marked to 
give rise to Bymptl)ms. It ^consists either in the amputation of 
the diseased portion of the c«rwx, 8r in the suture of the tear. 



INCOMPLETE OOLPO-PERIN^ORRHAPHY. 


269 


The operations of colpo-perinseorrhaphy and anterior colporrhaphy 
will be described here, while operations on the cervix will be 
described later. 


PERIN.EORRHAPHY AND COLPO-PERIN^ORRHAPHY. 

By the term perinseorrhaphy (Trtpti'ator, the surrounding dis- 
trict ; , pcL<\)r\^ a seam) is pieant the suturing of a ruptured perinseum 
with the object of restoring it to its original condition. 

By fhe term ^colpo;perin8eorrhaphv {koXtios, the vagina ; ircpivaLov ; 
pa</)7;) is iheaht the narrowing of the vagina by the removal of a 
portion of the mucous membrane of tL« posterior vaginal wall, and 
at the same time the re-forming of the perinseum. 

hidications . — Immediate ])erin8eorrhaphy is indicated in all cases 
in which the so-called inevitable laceration of labour, involving the 
posterior fourchette, passes that limit and invades the perinseum 
proper. 



Fig. 178, — Lawson Tait’s perinaeorrhaj)hy scissors. 


PerinaeorAiaphy for chronic laceration is indicated under the 
following conditions : — 

. (1) If the laceration extends into the rectum, that i^J if it is 

“ complete.” 

(2) If the laceration tends to cause gaping of the vulva, or to 
favoifr prolapse of the vaginal walls or uterus. 

Colpo-perinaeorrhaphy is yidicated •instead of perinaeorrhaphy 
when the, mucous membrane of the posterior vaginal wall is so 
reSuijjiant as to necessitate the removal of a part of it. This is the 
condition found in almost every case, and so we usually prefer colpo- 
periniporrhaphy to simple perinaeorrhaphy. 

Insi^'ifimnts—K pair of sharp-pointed ^ scissors witl^ the blades 
inclined laterally at an angle of a right angle and a half to th% handles 
(v. Fig. 178) ; ^hree^r four pairs of*Americaii Weeps ; two or- Wee 
clip forceps ; large and medium whole-curved needles ; a needle- 
holder ; 8ilk\yorm-gut and catgut ^sutuies ; and a* toothed dissecting 
forceps. 
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Operations . — The operations for the repair of the perinaeum, either 
with or without an accompanying rectocele, fall into two groups 
according as the perinaBal laceration is incomplete or complete. 

I. Incomplete colpo-perinaeorrhaphy. , 

11. Complete colpo-perinaeorrhaphy. 



Fig I'T'.), — Chronic incomplete laceration of the perin»um. {KeUy.) 

* % * • 
f. Incomplete CoLTO-PEKTNliORRHAPHY.— This op<!ration is carried 
out •ss follows : — ^Th» extent of the periuaial tear is carefully deter- 
mined, and its anterior ed^es are marked out by bullet forceps as 
shywn {v. Fig. 180J. A third ®bullet forceps is applied to the perinseal 
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skin just, behind the posterior edge of the tear. The position of the 
separated edges of the levatoresani muscles is determined by palpation 
through the mucous membrane of the vagina. An incision is then 
made from .side to side along the line of junction of the skin and the 



Fia. ISWncomplote ]wrmiBorrhaphy. a, h, The line of incision at the junction 
^ ^ of the skin and the mucous membrane. 


vagina^^Mucous membrane (u. Fig. 180). This incision cuts through 
the skin and an^' underlying scar tissue. A flap of vaginal wall, is 
then dissected »up o^ the underlying rectW* (ti. Fig. 181). 'At 
its lowest part it is flrmly bound to the rectum and tfie sphincter 
ani by fibrous bands, the result of Jthe old cicatricial healing. 
As soon, k awever, as these have Been* Ait through, the separation 
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of the remainder of the flap by blunt dissection is easy. The» 
best method of dividing these bands with the scissors so as to 
avoid injuring the rectal wall is shown in Fig. 181. When the 



Fig. 181 .— Incomplete perinaeorrhaphy. The method of separating tht vaginal flap 
fr«m the rectum. R. Rectum. . ‘ 


* » • « 

dissection ^of the fl^Pp is complete, a triangular ^ace is exposed, 
which is bounded laterally by the remains of the superficial vaginal 
and perinseal muscles, and .at a^ deeper level by the. pubo-coccygeal 
fijbres of the lev^tores am &uscles, while its floor is formed by the 


INCOMPLETE COLPO-PEKINiEORRHAPHY. 


273 


rectum. It is then an easy matter to catch the edges of the last- 
named muscles with clip forceps or dissecting forceps, and to draw 
them downwards and inwards until they meet in the middle line. 
If the separation and atrophy of the muscles is marked, then it may 
not be possible to draw them down sufficiently, but in the great 
majority of cases they can be brought into view as shown {v. Fig. 182). 



Flo. 182. — Incomploto perinaBorrhaphy. The separated levatores ani muscles as 
exposed after the vagir^l flap has been jetached. 

Threef’or four interrupted sutures of catgut are then passed through 
them frpm side to side, so that when tiedibhey will approximate them 
in the nhddle fine (f. Fig. 183). For the present, however, they are left 
untied, xlfe next step is to trim the vaginal flap into proper shape, 
so that, when the operation is complete, there ^may be no redundancy# 
The usual fine of incisic^n is shown in Fig. 183, ai8l th^ effect of thfe 
removal of redundant tissue in the next figure. \ The cut edges €f 
the flap are then brought together by a continuous catgut suture 
passed from v^bove downwards (v. Fig. 186),* and ettiding at the vulva^ 
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orifice. This being done, the catgut sutures in the levator muscles 
may be tied. The last step consists in the introduction of silkworm- 
gut sutures passed so as to close the skin edges of the perinaeal wound. 
These sutures are passed from side to side, and traverse the skin and 



Fig. 183. — Incomplete perinaeorrhaphy. The insortif)n of the muscle sutures. 

a, e, c. Lino of incision in the vaginal flap. ^ ^ 

. the^ remp-ins of the ‘superficial perinseal muscles, also the levator 
muscles so as to supplement the buried catgjit sutures. The method 
<if inserting them |\nfl be clearly seen in the illustration (?’. Fig. 180). “ 
Sometimes during this^ procedure there may be haemorrhage from 
^tlfe haeinorrhoidal vessClsf A^y bleeding vessel, if of large size, 
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ghould be caught and tied, but, as a rule, the best method of stopping 
bleeding is by proceeding rapidly with the operation. If the separation 
of the vaginal flap has been carried fairly high, there may be a tendency 
to a collect ign of blood above the levatores ani muscles, and so a 
haematoma may form, which, if it becomes infected from the rectum, 
will spoil the result. On this account, we are always very careful to 


I 



Fig. lf>4. — lucoinploto poriiiseurrhaphy. The vagitial liaiJ has been cut away. 
A. V. AnUspior vaginal wall. e. Highest point of incision in posterior vaginal wall. 

• 

plug the^aglna tightly with iodoform gauze at the end of the operation. 
This gauz;iB,*if properly inserted, keeps the vaginal mucous riembrane 
pressed tightly dov^n on the upper part of tke muscles afid thp 
rectal wall, and so^/here is no space left in which J>iood can acfumulate. 
During the insertion of the gauze the sutures in tie j)osterior vagitfiil 
wall must be protected by a suitable flat and narrow-bladed retractor 
(«. Fig. 234). * * 


18—2 
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11. Complete Colpo-perin.®orrhaphy.— The operation which 
we practise for a complete tear of the perinseum is practically 
identical with the preceding operation, except that it includes the 
necessary measures for the repair of the tear in the rectal wall, and 
for the restoration of the sphincter ani muscle. The operation is 
as follows : — The extent of the tear, and particularly the extent to 
which it involves the rectal wall, is first carefully ascertained, and 



Fig. 185. — Incomplete perinsecjrihaphy. Continuous sutuie of the posterior 

vaginal wall. 

then the positions of the ends of the divided sphincter musclQ.. These 
ends are retracted outward, and usually cause small de*pi^ssions or 
pits in the skin as they retract. The position of these? pits is often 
very obvious, and show's clearly the position of the torn end. If 
we look at Fig. we shall see the positioi^of theiskin incision, which 
ecjnsists of three f»arts : — one part, which passes through the line ot 
junction of vaginal muQOUS membrane and skin at each side ; a 
tt^ond part, which pas^^ through the line of junction of the rectal 
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^nd the vaginal mucous membranes ; and a third part, which passes 
posteriorly at each side of the anus in order to expose the divided fibres 
of the sphincter ani muscle. The first step of the operation consists in 
turning the complete tear into an incomplete tear by the suture of the 
torn edges of the rectal wall. Accordingly, in most cases, it is well to 
begin by making the second and third parts of the incision, and to 
leave the first part until later, as thus unnecessary bleeding can be 



Fig. ISe. — The pemseai sutures in piace, 

m 

avoided. These incisions are made with the scissors, and then the 
edges ofctlie torn rectal wall are pared so as to make them as wide as 
possible,^nd are brought together with a continuous catgut suture, 
passed frojn^above downwards (v. Fig. 188). This suture should pass 
through the entire, thickness of the wall, witji the exception o^ th§» 
mucous membrane. The torn ends of t*he^ sphineter muscle are next 
dissected out, and are caught with clip forceps And drawn towards 
the middle line. mattress suture or a simple side-to-side suture of 
catgut can then be passed through the eifd? (v. Fig. ,189), and tins,. 
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when tied, brings them together across the anterior wall of the anal 
canal (r. Fig. 190). The next step consists in making an incision at 
each side round the junction of skin and vaginal mucous membrane, 
and in dissecting up the remainder of the vaginal flap. The levatore-^ 
ani muscles are then drawn out and sutured, as before, and the 
vaginal flap is trimmed to the required shape. Next, its edges are 



Fig. 187. — Complete perinaioiihaphy. fc, p, e, d. The throe parts of the incision 

between the vaginal mucotts membrane and the skin and rectal Wifll. 

f 

brought together by a continuous catgut suture, and, lately, the 
edges of the skin incisio?! in the perinaeum are brought together by 
ir^teri 4 upted sutures of silkworm-gut. 

'Com'plic^tions. — icile.only special complication whfth need be feared 
is the wwnding of ihe rectum either with the scissors or needle, and 
the^subsequent formation of a r^jcto-vag nal fistula. , Wounding with 
tjie scissors is rnqst unlikefy \o occur. Also, if care is taken always to 
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^ass the perinseal sutures parallel to the rectum, and perpendicular to 
the skin surface, and never to direct them backwards, it is usually 
unnecessary to pass the finger into the rectum as a^ guide, although, if 
there is any doubt as to the exact situation of the rectum, this pre- 
caution should be taken. If such a precaution is adopted, the operator 



Fia. WS8. — Complete perinaDoirh<ipliy. 'J’ho cluburo of the tear in the rectal wall with 
t « a continuous sutiye. 

0 

should iiJiange the glove on the infected hand, as soon as he withdraws 
his finger from the rectum. Even if a suture does accidentally pass 
into the rectum, the danger of a fistula resyltin^is very 0 Bligh^, b|^t 
such an occurrence imports another danger into the case, i.e., the risk 
of infecting the wound. I « 

After-treat7ne7il. — Boric powder is freely dusted over the perinseum, 
which is then covered with a sterilised ^dressing aijd a T bandag^. 
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This dressing must be changed whenever the bladder is emptied. Thc^ 
external parts are carefully washed night and morning, and kept as 
dry as possible. The gauze plug is removed from the vagina the day 



Fig. 189. — Complete perinaeorrhajifiy. The approximation of the ends of th» torn 

sphincter ani. * 


after operation. It is well to pass a catheter every eight hours for 
th6 first two or thr^e^ays aftbr operation, in^pider'oo prevent urine 
froiji trickling dowiifon the wound. If there is any putrefactive or 
purulent discharge the vagina should be douched, otherwise it is 
unnecessary to do so. Sillfworm-gut sutures should be removed 
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. oil the eighth day ; the catgut sutures are absorbed. The patient 
may sit up in bed on the tenth to the sixteenth day, according 
to the amount of tissue which has been removed and the consequent 
strain upon* the sutures, and may leave her bed a day or two later. 



Fig. 190 .*-'-C()mj)leto perino0orrhaphy. The sphmcter «ani is sutured, and the vaginal 
• ^ flap has been trimmed. 

In orijdf to avoid any risk of the accumulation of hard fseces in the 
rectum, it is welj to give a purgative on the^evening of tlae segpnd^-or 
third day after >the ojieration in cases* of inconfpTete perinaeorrhapty, 
and to administer an enema of olive oil just htefore the bowels met. 
In the case of complete perinseorrh^hy the bowels arc kept confined 
for from three to four days, and then aft Carefully emptied by givi{;ig 
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repeated doses of a saline aperient followed by an enema of olive oil , 
just before evacuation occurs, in order to break up the solid fa3ces in 
the rectum.-* In all cases it is very necessary that the bowels should 
be emptied by purgatives and enemata before the operation, in order 
to remove any hard masses that may be present.* 



Fig. 191. — Anterior colf)oriliaf)li\ . An ovmI ll.ip })cen removed from tlie aiiterior 
vaginal wall, and the edg|^'. of mucou> inemhraiic are bnjngli,! together bv a 
continuous catgut suture, so as to cover the denuded area. B. B’adcler. 

ANTERIOR COLPORRHAPHY. 

By the term anterior colporrhaphy (kJAtto?, a vagina ; a 

seam) is meant the narrowing of the vagina by -the removal of a 
portion of the mucous membrane of the anterior vaginal wall. 

Indications . — Anterior colporrhaphy may be indicated in certain 
cases of cystocele. " * 

Instruments . — The same instruments are required as for*p^in8e- 
orrhaphy. 


4 • t 

* The illustrations reproduced here of both forms of pcrina&orrhaphy so closely 
-es^bleWhose^ppearing Jn t^cf last (jdition of the late Dr. Hefman’s “ Diseases of 
WoAen,'’ that it might be^thoiight that they are copies of h^i illustAtions, particularly 
in vie-.v of the lact that tl^y *are done by the same artist. I therefore wish to point 
out tSiat it is impos-sil^le for them to be copies, since they were made several months 
before the drawirg.s produced ir^ Dr. Herman’s book were made. Further, my 
drawings were made with the obj^ct^of iXustrating the operation \fhich I habitually 
prikctise. c 
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, Operation . — The cervix is drawn downwards as far as possible, by 
means of an American forceps fixed on its anterior lip. The mucous 
membrane just below the urethra is seized in a second forceps applied 
in the middle line in such a manner that by traction in opposite direc- 
tions on both forceps the anterior vaginal wall can be made tense. 
If necessary, this tension can be increased by two forceps inserted 
laterally, and so far distant from one another that their easy 
^pproxiination is just possible. An incision, surrounding m oval 
piece of mucous membrane, is then made with a scalpel {v. Fig. 191), 
the enclosed muyous ij^iembrane is ])eeled off, and the bladder is 
exposed. The latter is then caiefully detached from the anterior 
vaginal wall and pushed upwards, exact!}' ^s is done wdieii performing 
anterior colpotomy (r. Fig. 237), and the edges of the wound brought 
together with a continuous catgut suture. C-are must be taken, 
when making the initial incision, to go through the entire thickness 
of* the mucous membrane, as otherwise its complete removal is much 
more troublesome. If there is considerable tension on the sutures, it 
is w’ell to supplement and sui^port the continuous catgut suture by a 
coujile of interrupted siitur(‘s of silkworm-gut. 

Co})(pUc(ftioHs. -The only complication Avhich is at all likely to 
occur IS the wounding of the bladder, either while dissecting off the 
hap or during the process of suturing. On account of the possibility 
of this accident, it is always safer, as w'ell as being more rapid, to peel 
off the flap, w^henever possible, instead of dissecting it off. , 

After-treatment. -The after-treatment is similar to that adopted 
after colpo-perinaBorrhaphy. The sutures, if catgut, will be alj^orbed. 
The patient may sit up on the tenth day. 

• • € 

Injuries which tend to i’rodix'e Fistulous Communica- 
tions BETWEEN THE OeNITAL TrACT AND OTHER OrGANS. — F istulse 
between the genital tract and neighbouring ‘organs have become 
much less common than they were formerly. This result can be 
almost entirely attributed to the great advances which have been 
made in obstetrical practice, as^t. is during laljour that such conditions 
usually begin. 

.^jtioiogy. — Fistula? may arise as the result of one or other of the 
following causes : — 

(1) "IJlceration. — Ulceration, of such a nature as to cause a fistula, 
is usually brougl^t about by the prolonged jjresence of th*^ fwtal head 
at the pelvic brim, or in the pelvis, duryu^ labour. 4t n^y §ilso 
be caused by iftalignl^nt disease, tuberculosis •al^sc ess fojmation,^the 
long-continued pressure of foreign bodies -as pessaries — in the vagina, 
phlegmonous ^aginitis, and syphilis^ 

(2) Surgical interference. — A fistula Riay be produced accidenti^lly 
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in the course of a surgical operation, or it may be formed deliberately, , 
as in the treatment of cystitis. 

(3) Congenital malformations.^ — Fistulae due to this cause properly 
come under the head of “ deformities.” They are not, however, of 
very great importance ; and, as their treatment, whenever possible, is 
the same as that of other forms of fistulse, they need only be mentioned 
here. They are found in three situations : — as a urethro-vaginal 
fistula, the result of hypospadias ; as a uretero- vaginal fistula ; and 
as a recto-vaginal fistula. 

Varieties , — The following varieties of fistula? ^may occur ' 

(1) Urethro- 

(2) Vesico-cervico- 

(3) Vesico- . , 

(4) Uretero. I 

(5) Recto- I 

(G) Entero- j 

(7) AVsico- 

(8) Uretero- . . 

(!)) Kecto. 

(10) Entero- I 

Of these various forms, much the most common is a vcsico- vaginal 
fistula occurring as the result of sloughing after labour. This form 
may also occur as a result of malignant disease which has extended 
from the cervix to the vagina and bladder. Recto-vaginal fistulse 
are perhaps the next most common, but they are much rarer than 
vesico-iaginal. They may be traumatic in origin, or the result of 
malignant disease. Urethro-vaginal fistulse are usually caused by 
traumata during, or by sloughing after, labour. Occasionally, the 
entire urethra may have been destroyed, as in the case shown in 
Fig. 19^. R ecto-u terine fistula? are probably always the result cf 
malignant disease. Vesico-uterine fistulse are said to be always 
‘vesico-cervical, as the body of the uterus is not in direct contact with 
'the bladder.- This is probably true in the case "of fistula? which 
‘follow sloughing from lqng-6ontinuedr pressure ; but, in the case of 
'ulceration due to malignant disease, it is quite possible to have a 
‘fistula between the bladder and the body of the uterus. Uretero- 
f vaginal and uretero-uterine fistulse may be the result of ntalignant 
I disease, or of injury during such operations as hysterectomy. Entero- 


, vaginal and /mtero-uterinj fistulse may be the result of abscesses in 
t the peritoneal cavity w^hic^ have burst both into an intestine and into 
, the fiterus, and of mafigt^nt disease. it 

Symptoms , — Vesical land ureteral fistulse give rise to incontinence 
of urine, the urine escaping directly into the vagina ip the case of 
yagjnal fistulse, or ^through \\& os externum in the case of uterine 
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fistulas. Urethral fistulas give rise to the escape of urine into the 
vagina during micturition. Rectal and intestinal fistulas give rise 
to incontinence of fasces and gas. 

Diagnosis , — The diagnosis of a vesical fistula is as a rule easily 
made. The only condition which can simulate it is incontinence of 
urine due to relaxation of the sphincter, but, in this condition, urine 



l‘.>2.~L iigo vcbicu-vHgmal fistula with ceivical tear, tlio result of injury 
(luring labour. 

can hg seen escaping from the orifice of the urethra. It is, however, i 
sometini^s extremely difficult to determine the exact situation of, 
small fistulas. This as a rule can best be done by injecting the bladder 
with some coloured sjflution, such as permaiTg^rllite of potash^or >teak‘ 
cyllin, and then, if the opening is of sufficient^sizc, theliluid w^ll be 
seen escaping through it. Where the opening is so^mall that a visible 
quantity of the injecting fluid Rannot^be forced through, •Pozzi 
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recommends the application of a piece of blotting-paper to the vaginal 
'wall after first drying the latter thoroughly. The moist absorption area 



Fig ids. — Complete destruction of the urethra associated with complete Ulceration 
of the pgrinaeum. J?. Neck of bladder where the urethra was LOi^^n across. 
A. Anterior vaginal wall.* P. Remains of perinaeura. R. ‘Posterior rectal wall. 
» V. Vagin;^ F. Minims the^ result of previous attempts at restoration of 

'urethra. (*. Clitoris. •M. 'Fhc original .site of urethiiil oriliccfl^ 

, » i 

on the paper will* show the, situation of the opening. If the fistula 
openB into the cervix, the«la4ter\nu8t be dilated as far as possible, 
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and then the opening may be found by means of a stylette. Ureteral 
'fistulae are more difficult to diagnose. In their case, coloured fluid 
injected into the bladder does not escape through the fistula ; the 
urine which escapes comes intermittently as little gushes ; if the 
bladder is examined with the cystoscope, the flow from one ureter is 
seen to be stopped either wholly or partially ; if the ureters are 
catheterised, an obstruction to the passage of the catheter will be 
found at one or other side ; and, lastly, if a coloured solution is in- 
i^ectcd through the catheflfu* into the obstructed ureter, the solution 
will escape tltrough the fistula. 



FlO. 194 . — 'J’lio formation of a new urethra, a, c, d aiid//,y, e,f. The rectangular 
incision ma<le at each side. 

• 

Rectal fistulsD are usually (jf much kirger size than are vesical 
fistula?, and, consequently, are Sasy to recoginse. 

Vreatment . — In all cases of fistula?, except in those of malignant 
origin which are obviously hopeless, an attempt must be made to 
cure the’ condition. In recto- and vesico-vaginal fistula' of small 
or mtMemte size, operative treatment is usually successful, and even 
in the case of cervical and uterine fistula? f-ures have been obtained 
by modern m^*liods^ The most difficult Va^ei^ of all are ^lost ini 
which the ureter opens into the vagina, and next to tfu'se ar^ the 
cases in which there is almost complete destruction of the anterior 
vaginal and posterior vesical walls.®’ 
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Urethral fistulse, if they are very small, can be cured by revivification 
and suture of the edges ; if they are large, their cure is very trouble-* 
some and sometimes necessitates the reconstruction of almost the 
entire urethra. This proceeding is carried out by means of flaps taken 
from the labia minora, from the recto- vaginal septum from the vagina, 
or from both the vulva and vagina {v. Figs. 194, 195). As a rule, it 
is recommended first to make a urethral can'al and then to connect it 
with the bladder at a subsequent operation. In cases of very exten- 
sive ulceration, where there is no tissue^ from which flaps* can be 
made the vagina has been obliterated in such a manner as •to leave 



JfiG. 195. — The foimation of a now uiethra. The vagiual flaps have Icen tuincd in 
and sutuied together, and the sutuios m the emtsido cut edges of vaginal 
mucous membrane aie in place, 

• 

an anterior canal, which wSl take th§ place of the urethra, or to leave 
a recto- vaginal fistula by means oi wliich the bladder can empty itself 
into the rectum. • 

Vesico-vaginal fistula) are "more amenable to treatment. In oases 
due to sloughing after labour, the best time at which , to^ operate 
is Jrpm six to eight weeks after that event. If the vaginal walls 
are ip^ch inflamed and' covered with urinary salts' or sloughs, they 
mftst be treated by frequent douches, glycerine and ichthyol plugs, 
and mild caustics, so as to bring them into as healthy a condition 
as possible. In all cases, cicatrices, which prevent the walls of the 
fistula being drawn togetlffer? mi&t be divided. In cases of small or 
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Ijiedium-sized fistula), the ordinary operation of revivifying the 
edges of the opening and then suturing them together is sufficient. 
With the patient in the dorsal position, the fistula is exposed by 
means of a speculum and lateral retractors if necessary. It is then 
drawn downwards as far ’'as possible, by means of an American 
forceps on the cervix, or on^the vaginal mucous membrane just above 
its upper edge, as suits best. The cicatricial tissue surrounding 



Pig. 196. — Marion operatio n fo** vesioo-vafinal fistula. The method of 

inserting the sutures. •A. A suture in pf»sition. 

the fistula is carefully dissected away, if possible in a complete 
ring, d©wn to, but not including, the liladder mucous membrane 
(v. Fig.«^196). Finally, sutures of silkworm-gut are passed, half a 
centimetre 1^5 in.) apart, and in a direction at right angles to the long 
axis of the fistula. , These sutures enter about^ three milhmetros ^ in J 
from the edge, aftid traverse the entire wall with the exception Si 
the mucous membrane of the bladder. They pass across the fistria 
to enter the opposite wall just outside the mucous membrane of the 
bladder, and emerge at the corresponding {loTnt on th^ vaginal wall to^ 

S.G. 



290 INJURIES REStjLTING FROJi TRECiNANOY, ETC. 

that at which they were entered {v. Fig. 196, a). When the sutures 
are tied, any puckering of the vaginal mucous membrane between 
them is adjusted by means of fine catgut sutures. 

If the vesicq-vaginal septum is very thin — a cpixdition which of course 
tends to make it more difficult to obtain a firm hold for the sutures 
— a flap-splitting operation is usually essential, and this enables a 
wider area of union to be obtained. This is also a better operation 



Fig 197. — Flap-splitting operation for vesico- vaginal fistula, a, h. The incision. 

■i 

than simple revivifying of the edges, even in the case of quite small 
fistulse. It is carried out as follows : — 

An incision is made with* a fine scalpel round the fistula , at the 
junction of the vaginal and bladder mucous membraneSt, This 
incision is,, extended transversely at both sides for about a<i3ehtimetre 
{v. Fig. 197). The vaginal mucous membrane* is then dissected off 
the bladder wall fbrea* distaifce of about an ,tinch ifbove and below 
thp transverse incision, so that two lips — an upper and a lower — are 
formed from it. The sutyres are passed in two layers. The firat 
i|Lcfiides the bladder wall with the exception of the mucous membrane, 
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and is of catgut. The second includes the entire thickness of the 
vaginal mucous membrane, and is of thin silkworm gut {v. Fig. 198, a). 

The operations required in the case of large fistulae are very 
complicated,^ and need not be described here. This remark also 
applies to operations for the cure of vesico-cervical or vesico-cervico- 
vaginal fistula?, ureteral fistulae, and entero-vaginal fistulae. 

Recto-vaginal fistula? can as a rule be easily cured by means of a 



Fia. 1(?8. — Flap-splittirtg operation for vesico-vaginal fistula. The vaginal mucous 
membrane has been reflected up and down, and t]|e sutures inserted. A. A super- 
ficial and a deep suture in position. ^ • 

flap-Sphtting*operation or by simple revivification of the edges, except 
in casgs which are the result of malignant disease: If the fistula is 
situated in the lower third of the vagina and the perinaeum has also 
been torn,* the best course is to perform a colpo-perinaeorrhaphy in 
the ordinary way^ and to treat the rectal opening as if it was gart of 
a complete tear;*that js, to close it bj^ suturea filter revivifying Ae 
edges. 
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GENITAL ATRESIiE. 

f 

Genital Atresiae : Varieties — Symptoms — Diagnosis — Prognosis — Treatment. 

Atresia (d, negative ; reTpawco, I perforate) ' ©f any part of 
the utero-vaginal canal may occur as the result of a failure of develop- 
ment and so be congenital, or as an acquired condition, — as from 
sloughing caused by too free use of caustics, from malignant disease, 
or from a badly performed amputation of the cervix or trachelorrhaphy. 
Congenital atresiae are the more frequent. Whether the condition is 
congenital or acquired, the symptoms and consequences to which 
it gives rise are similar. 

Varieties , — The following are the principal forms which are met 
with : — 

(1) Atresia at the level of the hymen — imperforate hymen. 

(2) Atresia of the lower or middle portion of the vagina. 

(3) Atresia of the cervix : — (a) at the os externum ; (b) at the 

os internum. 

(4) Atresia of any portion of one vagina in the "5ase of a double 

vagina and uterus. 

(5) Atresia of any portion of one cervix in the case of a double 

or bicornuate uterus. , 

Symptoms, — Atresia of any portion of the utero-vaginal canal 
does not, as a rule, cause suflS^cient symptoms t6 lead to its discovery 
until the onset of puberty. From this on, at each succeeding menstrual 
period, the symptoms become more marked. At first, they consist 
of slight pain, general discomfort, and the usual sr.bjective symptoms 
of approaching menstruation, without any appearance of the flow — 
apparent amenorrhoea. These symptoms return every month, and 
after a time the patient’s abdomen increases progressively in ‘size. 
Each month, the pain, at wh^t ought to have been a menstrual period, 
becomes worse; and finally it becomes continuous. At th,e same 
time, the Ipwer part of the abdomen is occupied by a tumour which 
rises out of the pelvis. ' If the atreaa is situated ait the hymen, this 
tumour will consist! ef*the va^gina enormousl 3 f distended with blood 
— tcematocolpos (Fig, 199, a), also, in some cases, of the distended 
uterus — hcBmatometra (Fig. c and d), and tubes — hcBmatosalpinx 

{y, I’ig* 199, d). If the Atjesia^is situated in the vagina or at the 



SYMPTOMS AND DIAGNOSIS OP GENITAL ATRESIA. 293 


cervix, similar distension of the cavities above the obstruction will 
occur (Fig. 199, e, f, and Fig. 200, g, h). 

Diagnosis , — If the vulva is examined in cases of imperforate hymen, 
the condition can be at once recognised. The diagnosis is a little 
more difficult when the atresia is situated in the vagina, or at the 
cervix. It is especially difficult in cases of double uterus or double 



Fia. 199. — Diagram illustrating the effects of atresia of the genital passages. 
A. Haematocolpos.^ b. Haematocolpos and hsBraatocervix. c;. UaBmatocolpos 
and haematometra. i>. Haematocolpos, hasmatometra, and hasmatosalpinx. 
The foregoing are due to atresia . of the hyAen. E. Partial haematocolpos. 
F. Partial haematocolpos and haematometra, both tliie to atresia of the lower 
half of thec/agina. {Sviton and Giles.) 


uterus«and vagina in which the obstruction is one-sided (Fig. 200, 
I, j, K, as some menstrual discharge appears, coming from the unob- 
structed si&e. In these cases, a bimanual examination vill usually 
enable the nature pf the case to be recognised, Jiy revealing the presence 
of a double utefus, btft in some cases a double' vagina jnay exfst 
with a single uterus. In such cases the second vagina may be com- 
pletely closed oj open at one or both ends. When it is compl^ly 
closed, or closed below and open above® dilatation^ may occur froip 
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the accumulation of blood or mucus. If this happens the condition 
will probably at first be diagnosed as a vaginal cyst. Microscopical 
examination of its wall, by showing that the lining membrane is 
formed of squamous epithelium, will make its true natuie clear. 

Prognosis , — These cases are more serious than might at first be 
thought. Their chief danger arises from the ease with which the 



Fig. 200. — Diagram illustrating the clfects of atresia of the genital passages. 
G. Haematocervix, due to atresia of os externum, ii. Haematometra, due to 
atresia of os internum, i. Haematooolpos on one side of a double vagina, due 
to atresia of hymen of the same side. J. Partial hsemutoeolpos on one side of 
a doulde vagina, due to a^l^resia of louer j)ortion of vagina of the same side. 
K. Haeraatocolpos and fhaematometra o// one side of a double vagina and uterus, 
due to atresia of the hymen, l. Haematometra on one side of a double uterus, 
due to atresia of os externum. {Svtlon and Oiles.) ' v, 


retained blood becomes septic or putrid after air gains access to it. 
Another danger is that, in cases of great distension in^ which the 
tubt-s are 'also involved, adhesions may form between the latter and 
tl^e ihtestfties, and| as^the ac^jumulation drains away and the uterus 
collapses into its normal position in the pelVis, these adhesions are 
pulled upon anej mhy be torn, thus permitting the escape of the re- 
tailed, and possibly toxi^/bloo^ into the peritoneal ^cavity. 

The higher up the genital tract the accumulation of blood has 
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, extended, the greater the amount of dilatation present, and the 
older the retention is, the more serious is the prognosis. 

Treat^nent . — When there is a considerable quantity of accumulated 
blood, car€^ must be taken to ensure its gradual escape, also to 
ensure perfect asepsis, not only during the operation itself, but during 
the entire time the blood is escaping. A small incision is made through 
the hymen just large enough to allow the fluid to escape, and the 
.latter i§ allowed to drain i^jto antiseptic cotton-wool, which is frequently 
changed. A^s soon as tlie greater amount of the fluid has drained 





* Fig. 201. — Extensive vaginal atresia. 

% 


away, the, incision is enlarged and the cavity well douched out. If 
tlTe uterus is involved, it should be plugged with iodoform gauze. 

Whey the atresia is situated in the vagina the case is very much 
mor%, difficult to treat. It may be possible to dissect a passage 
througli the site of the atresia, or even to form a new, vagina where 
none existed bi^fore. ^ o ^ 

When the c&vvix ^ the seat of the atresia,, the canal ina}' be opened 
by dissection or by puncture with a trocar. ^The formei; is tha safer 
course. The^ opening is then enlarged to the required extent, the 
contents are washed out, and the ufeftis is plugged with iodoform 
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gauze. The opening in the cervix must be kept patent until it has 
acquired a lining of mucous membrane. 

When there is a hsematosalpinx as well as a hsomatometra, the 
tubes in some cases empty themselves as soon as the uterus is emptied. 
In other cases, the termination is not so fortunate, and they remain 
dilated. In such cases it should as a rule be possible to save one or 
both tubes by performing abdominal section, opening the fimbriated 
extremity, washing out the contents, and making a new abdominal 
ostium. * 
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INTERNAL HAEMORRHAGE OF GENITAL ORIGIN. 

Iiifcra-poriConeal H OGmorrhage — Atiology — Symptoms — Diagnosis — Prognosis — 

Treatment, J5xtra-peritoncal Hjomorrhage — Symptoms — Diagnosis — Ti eatment. 

Internal fiaomorrhage, the result of some morbid state of the pelvic 
organs, may occur as : — 

I. Intra-peritoneal haemorrhage. 

II. Extra-peritoneal haemorrhage. 

f. Intra-peritoneal Hamorrhage. — Intra-peritoneal ha 3 morrhage 
is the term applied to haemorrhage into the peritoneal cavity. When 
such haemorrhage occurs, the blood is either diffused freely about the 
peritoneal cavity, or is encysted owing to the formation of limiting 
adhesions. The former condition is known as diffuse intra-peritoneal 
haemorrhage ; the latter, as a haematocele (at/xa, blood ; K//Ar/, a 
tumour). 

Mtiology. — Intra-peritoneal haunorrhage of genital origin can arise 
in the following ways : — * 

(1) Rupture of the sac of an extra-uterine pregnancy, 9t the 
• occurrence of tubal abortion. 

(2) Rupture gf the uterus during pregna^etcy or labour. 

(3) Rupture of veins in the bA)ad ligament during pregnancy or 

labour. j • 

(4) Perforation of the uterus during an intra-uterine operation, 

as curetting. 

(5) Slipping of,a ligature from a vessel after any intra-peritoneal 

operation. • 

(6) Ulceration of an intra-pA-itoneal malignant growth, resulting 

• in^^the opening of a vessel. 

(7) Rupture of an ovarian cyst fronf trauma or over-distension.” 

The onl]? form of haemorrhage with which we are here concerned is 

that du8 k) the rupture of an extra-uterine pregnancy,^ or "to the 
occurrence of a thbal abortion, that is the expulsion oj an ovum 
from the tube ^rougb the abdominal ostnAp, ftito the peritoneal 
cavity. 

It is of importance to recognise why in one case diffuse haemorrhage 
occurs, and why fh another the haemorfhag# is encysted, as in the f ortner 
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case the amount of blood lost, and hence the danger to the patient 'p 
life, is very much greater than in the latter case. All blood poured 
out into the peritoneal cavity tends to encyst itself, owing both to 
the clotting of the blood which has been poured out firot and to the 
irritation of the peritoneum by the effused blood, — an irritation 
which causes a transudation of lymph and a consequent formation of 
adhesions. Clotting, sufficient to cause a limitation of the blood, is 
favoured by the gradual occurrence of the Jia^morrhage. On .the otl\er 
hand, if the bleeding is very free, there is not time for a sufficiently 
firm barrier to be formed by the occurrence ©,f clotfing to prevent the 
further escape of blood. Accordingly, there will be a greater tendency 
to diffuse haemorrhage when a tubal gestation sac is suddenly ruptured 
than when a slow process of tubal abortion occurs. 

Again, the limitation of the blood by means of adhesions is most 
likely to occur when the peritoneum is in an unhealthy and easily 
irritated condition, and when adhesions have already formed. Tlia*i. 
is to say, ceteris paribus^ diffuse haemorrhage is more likely to occur 
when the peritoneal cavity is healthy, encysted hamiorrhage vhen 
pelvic peritonitis "s present. 

Symptoms . — The symptoms of internal hemorrhage depend upon 
the amount of blood lost, and on the rapidity with which it is lost. 
In serious cases, these are the ordinary symptoms of haemorrhage : — 
collapse, rapid pulse, falling temperature, cardiac .'ailure, cold sweats, 
rapid asd sighing respirations, extreme pallor, and coldness of the 
extremities. To these symptoms are added others due to the presence 
of bfood in the peritoneal cavity : — extreme pain of so severe a 
character that it is often difficult to tell whether the collapse of the 
patient may not be duJ to it alope, — ^if the haemorrhage is occurring 
very gradually this pain is not so well marked ; tenderness and 
distension of the abdomen ; and vomiting. 

The foregoing are the immediate symptoms at the time of rupture ; 
if the patient survives and the blood becomes encysted, other symptoms 
appear after a short time. Encysted haemorrhagh is always found in 
Douglas’ pouch, owing to*the situafjon of the rupture and to the fact 
that the pouch ''hs* the most dependent part of the peritoneal cavity. 
Consequently, if the haematocele is of large size, the symptoms will be 
those of intra-pel vie pressure, such as occur in the case of atn impacted 
ovarian cyst : — pain from pressure on the pelvic nerves ; conglipation, 
owing to •the coagulation of the ring of blood wjiich surrounds the 
rectum; Mnd intfrfe^ejice with the passage, or. perhaps complete 
retention,*of urine, d^nng to the displacement forwards of the uterus 
s(5 as to press upon«the base of the bladder. 

finally, during, and as a result of, the process of absorption of the 
haematocele — a process wliich takes from one to ten months according 
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• to the amount of blood originally lost, the patient suffers from a 
certain amount of auto-intoxication, as shown by her somewhat 
jauhdiced aspect, her great debility, and the tendency she has to 
slight fluctuations of temperature. In some cases, the process of 
absorption does not go on aseptically. Bacteria make their way 
from the rectum into the haematocele, and putrefaction or suppuration 
of the clotted blood takes place. An abscess thus formed may burst 
into the rectum or vagii^a, or, more rarely, into the bladder or in- 
testine, or through the abdominal wail. 

. Diagnosis . — The diagnosis of diffuse haemorrhage must be made 
from the symptoms, as there arc no characteristic physical signs. 



Fig. 202. — Sasrittal section of a pelvis showing the ellects of a letro-utcrine Uoematocele, 
{Skene.) A. Uteri>Ki. b. Bladder. (The relations of the bony pfft*ts in the 
diagram must not be regarded as typical.) 


The collapse of haemorrhage is most likely to be confused with the 
collapse caused by violent abdominal pain. A small dose of morphia 
(one-sixth to one-third grain) aiclministered hypodermically will relieve 
thg symptems if they are merely due to pain ; if they are due to a 
continuing haemorrhage, it will not do ^o. 

A*retro-uterine haematocele is felt from the vagina as a rounded 
tumdkr ^which fills Douglas’ pouch exactly, depressing and almost 
obliterating tha posterior vaginal fornix, and displaciitg the uterus 
forward. At first, the tumour has a^oft, igni-fuctuatiftg. a»d boggy 
feel ; later on,* as th(? blood coagulates, it beoo^hes of an almost woody 
hardness. Perhaps the most characteristic poifxt ^bout a*h8Bmafocele 
is the mannei^in which the coagul^ed blood almost entirely suiarounds 
that portion of the rectum which has a mesentery. This condition 


300 INTERNAL HAEMORRHAGE OF GENITAL ORIGIN. 


is also met with in the case of an old pyosalpinx, in association with 
which there is a considerable amount of cellulitis and peritonitis, but 
in such a case it is not so marked. 

A retro-uterine hsematocele must also be distinguished from a 
retroverted gravid uterus and an incarcerated ovarian cyst or myoma. 
A , retro verted gravid uterus is distinguished by the history of the 
gradual onset of the symptoms, and by the fact that the uterus cannot 
be palpated as separate from the tumour which fills Douglas’ pouch 
while ill a hasmatocele, the uterus is anteposed to the tumour, and 
consequently the fundus can be felt anteriorly {v,. Fig. 202). If a 
diagnosis cannot be made by a bimanual examination, and the patient’s 
symptoms are urgent, it is better to pass a sound in order to determine 
the exact relation of the uterus to the tumour in Douglas’ pouch, as 
the mistake of passing a sound into a retroverted pregnant uterus 
is not fraught with such dangerous consequences for the patient, 
as would be that of endeavouring to lift a possibly septic haematoci'-ie 
out of the pelvis. 

An incarcerated ovarian cyst or myoma can ^usually be easily 
diagnosed by the history and symptoms, and by the fact that neither 
of these growths tends to surround the rectum in the manner which 
is so characteristic of a haematocele, or of old cellulitic inflammation, 
but rather to flatten it against the sacrum. 

Prognosis , — The prognosis depends upon whether the haemorrhage 
is encyste^^ or diffuse. The prognosis of diffuse haemorrhage, which 
is allowed to continue, is extremely bad. In a small proportion of 
cases, it only a very small vessel is involved, the bleeding may gradually 
stop owing to the formation of a clot round the vessel’s mouth. Some- 
times this cessation is oniy temporary, some slight movement of the 
patient ^dislodges the clot, and the hsemorrhage begins again. The 
prognosis after operation and ligation of the bleeding vessels is wonder- 
fully good, when the condition of the patient previous to the operation 
is taken into account. 

The prognosis in the case of a haematocele, which is not removed, 
varies according to the size of the hs^^matocele. All small and a few 
large haematoceles are absorbed aseptically. On the other hand, 
many large haematoceles suppurate, and give rise to a pelvic abscess. 
In such cases, the prognosis is worse than if operation had *> been 
performed before suppuration occurred. . 

Treatrkenti^—l^hQ treatipent of diffuse haemorrhage is to open the 
abdpmen with as little delay as possible, and to remove the ruptured 
tubfi as well, as the clotsi with which the peritoneal ca'Vity is filled. 

AU haematoceles which completely fill Douglas’ pouch and are 
large ^enough to cause pressure on the pelvic organs- should be re- 
mqved, whether tjiey are suppurating or not, as the likehhood of 
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suppuration occurring is very considerable. If the hsematocele is 
aseptic, it is best removed by an abdominal coeliotomy, and at the 
same time the injured tube can, if necessary, be removed. If it is 
^suppurating,^ it is certainly better drained by the vagina, as by so 
doing it is possible to avoid opening into the general peritoneal 
cavity. A small haematocele may be left alone, if we have reason 
to believe that the ovum is so small that it can be absorbed. If, 
on the other hand, the ovum is more than two months old, it is 
improbable that it will be^ completely absorbed, and an operation is 
usually «,dvis9,ble. If we decide not to operate, absorption of the 
eflEused blood cam be lacditated by keeping the patient at rest in 
bed, and administering hot vaginal douches. If suppuration should 
occur, the abscess must be opened from the vagina. 

II. Extra-peritoneal Hemorrhage. — The only form of extra- 
pefitoneal haemorrhage with which we are concerned is that which 
takes place into the layers of the broad ligament. This condition is 
known as haematoma of the broad ligament. 

^Etiology, — Extra-peritoneal haemorrhage is probably always caused 
by the rupture of a tubal gestation sac. If the tube ruptures in its 
upper three-fifths— that is, in that portion which is covered by peri- 
toneum, the effused blood escapes into the peritoneal cavity. If it 
ruptures in its lower two-fifths — that is, in that portion which is not 
covered by peritoneum, the blood escapes between the la 3 ^rs of the 
broad ligament. On account of the limiting effect of the peritoneal 
investment, the haemorrhage in these cases is as a rule nc^ very 
serious. « 

Symptoms , symptoms are those of inira-peritoneal haemorrhage 
but are slighter in degree, as the amount of blood lost is usually much 
less. * 

Diagnosis . — In the absence of a definite history, the diagnosis of 
haematoma of the broad ligament is often very difficult. The intra- 
ligamentous situation of the tumour can generally be determined 
by noting the intimate manner ivj which it^s related to the pelvic wall. 
Moreover, an intra-ligamentous parametric exudation usually extends 
to B(fme distance under the pelvic parietal peritoneum, but a haematoma 
rarely^ does. An intra-ligamentous cyst* as a rule is not attached to 
the pelvic wall, and does not tend to get smaller as does a haematoma, 
but ratTief to increase in size. In some cases where the jupture has 
occurred into the left broad ligament, blood may burro^ outwards 
beneath the peiitoneujpa which covers*l.he refttui^, and surround the 
rectum in such a manner as to simulate a haemato^ele. In such a c§se, 
the constricting ring invests the second o^ sub-perit6neal stage of the 
rectum^ and not the first stage, as haf)peiiB m the case of a haematocele* 



302 INTERNAL HAEMORRHAGE OF GENITAL ORIGIN. 

c 

Treatment . — In the great majority of cases, the only treatment 
required is to keep the patient at rest, in order to favour the absorption 
of the efEused blood. Suppuration is a very rare complication, as the 
blood is not usually in contact with an intestine. , If such a com- 
phcation does occur, the abscess should be opened, if possible, from 
the vagina. 
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THE PllEPARATiON OF THE PATIENT. 

•As a preliminary to operations on the vagina, the external 
genitals are shaved and thoroughly scrubbed with soap and water 
the day previous to the operation ; a large compress soaked in 1 in 
3,000 corrosive sublimate is placed over the vulva and surrounding 
skin and kept in place with a T bandage. This compress is again 
soaked in the antiseptic whenever the patient passes water, and is 
replaced. Immediately before the operation, the skin of the thighs, 
perinasum, and anterior abdominal wall is painted over with tincture 
of iodine, and then the vagina itself is similarly treated, t^ing great 
care that the iodine gets access to all folds and crevices. Th%skin or 
the mucous membrane must not be v/ct with water before the iodine 
Is applied, as this prevents the passage ('f the iodine into the epidermis. 
Sterilised leg^ngs reaching to the iJiiighs arc then placed on the patient’s 
legs, a sterilised snept is thrown over the abdomen, and a sterilised 
t(3wel is fixed in position from side to side, so as to cover the anus 
and buttocks. 

If the peritoneal cavity is to be opened per vaginam, it is well to 
douch the vagina *and plug it with iodofojm gauze the day before the 
operation ; on the morning of tfie operation, •the plugging is removed 
and the vagina again thoroughly washed and douched. . The second 
douchiug is not always necessary unless the vagina is in an unhealthy 
state.* . 

In the^ case of abdominal operations, the patient is given a warm 
bath on the afternoon before the operation, the skin of fhe abdomen 
is washed with soap and water and fiuiilly mth elfcer, ancf a cofnpress, 
soaked in a one* per ctnt. solution of corrosive sublimate in glycerine, 
applied over the proposed site of incision. Thi# compress femains in 
situ until the patient is on the opei».ting*table, when it is removed, 
and the sxin is painted over with tincture of iodine, or else, as some 
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operators prefer, it is again washed with soap and water, then with^ 
ether, and finally with an alcoholic solution of bin-iodide of mercury 
1 in 500. 

A large sheet is then thrown over the patient so as to cover her 



10. 203.— The patient prepared Jor an abdominal cocliotomy. a. Opening in 
small sheet corresponding to site of incision. A. Side view of the patient in 
the Trendelenburg position. 

completely ^below the symphysis. A similar sheet covers the upper 
paj-t of her body and extends down as far as the umbilicus. A third 
and smalleij sheet with .an opening correspondii-g to the proposed site 
of incision is thrownr over the space between the two sheets, in such 
a manner as to cover completely the interval left between them 
Fig. 203). . " " " 
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VENTEAL CCELIOTOMY. 

CcELiOTOMY (KoiXla, lit a hollow, hence the abdomen ; TeixvM, 
I cut ; syns,, laparotomy [Xanapa, the flank ; abdomina.1 



Fig. 207. — Quenu’s abdominal retractor. 


section) is the term applied to the opening of the peritoneal cavity 
It is termed ventral or abdominal coeliotomy or vaginal coeliotomy, 



J SCALE 

Fio. 208 — Long and slender forceps for peritoneal flaps, etc. A, Straight. 

I, • B. Curved. 

according as the opening is made through the abdominal walls or 
through the vagina. ^ c * ® 



Fig. 209. — Strong uterine forceps for drawing up a uterus which is g 9 ing 
to bo removed. , ^ 


Jndcmti(ms, — Veptra} r coeliotomy is indicated , in gynaecological 
pfactice fa^ the follo^ng purposes : — I 

• (1) In order tq treat or remove pathological conditions of the 
4 pelvic organs, when t^e cure of such conditions is necessary 
, . i and cannot be olJtained by less radical means. 
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(2) In order to diagnose obscure pelvic conditions, which so 
affect the patient’s health as to render their cure necessary. 



Flo. '210 — Light uterine fureeps foi drawing up a uteius witiiout inpiry ti> it. 


Instruments. The following iiistruiticnts are required : -Two 
eeaffiels ; one or two dozen clip-foreeps ; four pairs of scissors, one 
sharp-pointed, one blunt-pointed, and one curved on tlie flat, tolerably 
stout and with handles of inediuni length (p. Fig. 204), and one angle 



r'lG. ^1. — Sections of the anterior abdominal wall across the middle line and at 
right angles to the linca alba. 2. Scctioi^ midway between umbilicus and 
symphysis pubis 1 Section ^ midway betweenl umbilicus and 2. 3. Section 
midway ‘be tween 2 and symphysis pubis. L.A. Linea alba. S. Skin F. Sub- 
cutaf^ous fat. F'. Sub-peritoneal fat R. Rectus muscle. Pr. Pyramidalis 
muscle. •P. Peritoneum. (From a formalin preparation by Dr. R.^. Stone3\) 

• 

scissors with longliandles (v. Fig. 205) ;* retrac^lors^ (v. Figs^206,*20'?i)"; 
four or five long, straight and curved, narrow-Waded claii^) forces 
(v. Fig. 208) ; four light and long-handled forceps v5th short blades, 
two straight antftwo curved (r. Fig. ^44) f Aree or four dozen sponges 
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of gauze ; ueedles and needle-holder {v. Figs. 221 — 223) ; suture 
materials ; two dissecting forceps with sharp teeth (v. Fig. 224)^ 
a ring forceps for catching and drawing up the body of the uterus 
(v. Figs. 209, 210). ^ c * 

Operation . — There are two main types of incision in use in gynae- 
cological operations (v. Fig. 212). The first of these is the usual 
vertical median incision, "made betw’^een the umbilicus and the 
symphysis, and extended upwards as is foynd necessary. The second 
is the Pfannenstiel incision, which runs in a crescentic fashion from 



Fig. 212. — -Diagram to show the different incisions used in gyii {ecological \\ork. 

AB. Pfannenstiel’s incision. CD. The usual mesial incision. EF and GH. 

Incisions to expose the inguinal canals. 

« 

side to side, and is parallel to am imaginary line running from one 
anterior superior spine to the other, following the course of Poupart’s 
ligaments, and the upper margin of the pubic rami. We shall describe 
each incision separately. ' , r 

The Vertical Incision. — This incision is made in the middle line 
through tke skin and fat down to the aponeurosis of the refetus muscle, 
and ^ at ferst fronji thr^ to four inches in length, y^ith its extremities 
equally distant fronr the umbilicus and the piibes. ‘Afterwards it can 
he increased in length in either direction as is found necessary. Bleed- 
ing^vessels in the fat are caught in a clip forceps, and, [i of large size, are 
Jied with catgut^, The apofleurosis is then divided, again by a vertica 
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incision, made pieferably a little bit to one side of the middle line 
’The belly of one rectils muscle is thus exposed, and is drawn outwards, 



1 ic 21 ^ PfAiuicnstul s iiui 1 )n Hit transverse incision through the skin iiul 
fat TIk d(ttc(l lit ( marks the )> isition of th( dnision cf the fiscii 


SO as to expose the lined alba The deep la >er of the rectus fascia and 
the sub peiitoiieal fat are then exjiosed The fascia is di\ided v^ith 



» 


FiA2y — Pfannenstiel s incision The fascia divided and separated jjp and 
down off the muscle « 

the scalpel, and* the fat is torn throfigh v^th^tlie finger Tfie j/eri- 
toneum then comes into view, and can be recogmsed by oight or by 
touch, if a fold is picked up between the finge^and thuiiit). Such a 
iold is caught between two forceps, an^ a very small opening*made 
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in it with the scalpel. This allows air to rush in, and the intestines, 
if not adherent to the parietal peritoneum, fall back. 

The patient may now be placed in Trendelenburg’s position, as it 
is the most suitable position for almost all gynaecological operations. 
The incision in the peritoneum is then enlarged with the scalpel 
sufficiently to admit the finger, and, finally, the aponeurosis and 
peritoneum are divided with scissors, cutting under the guidance of the 
finger in the peritoneal cavity, to correspond with the size of the in- 



Fig. 21,5. — Pfannenstiol’s incision. The muscles icliacted laterally and the 
peiitoiflum di\ideV vertieallj. 

* « 

cislon in the abdominal wall. If the incision must be enlafged for ^ny 
reason, such enlargement is carried out in a similar manner, that is, the 
skin is divided with a scalpel, and the deeper tissues with the*sciSsors. 

As soon as the patient is placed in the Trendelenburg position, the 
intestines teifd to gravitate upwards, and it is well to pack them oft 
carefully froift the pelvic c&vity by means of long gMzfi strips. 

The Pfann^nstiel InciAon. — The Pfannenstiel^ incision runs trans- 
versfely so f&r as the skin and the fascia are concerned, but the muscles 
are si^parated vertically, j-hd tke peritoneum is divided either 
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transversely or vertically as is desired. The skin incision starts 
at one side, somewhat inside the anterior superior spine of the 
ilium, and then runs crescentically across the abdomen, roughly 
concentric with the line of Poupart’s ligaments and of the upper 
“margin of the pubes to terminate at a corresponding point at the 
opposite side. In stout people, it should correspond with the line of 
least fat that can usually be found above ^the mons veneris, and below 
the excessive development of abdominal fat. The fascia is thus 
e^'pdsed, and is divided transversely along a line corresponding to the 
skin incjsion. v The upper flap of fascia is then separated from the 
liaea alba, ai^d tjft lo\\‘eT* flap similarly separated. Blunt dissection 
with the fingers or with a scalpel then enables the bellies of the recti 
muscles to be separated, and they can Se held widely apart with 
retractors. The peritoneum is thus exposed and opened either 
transversely or vertically as is desired, in the usual manner. 

The vertical incision is the one usually adopted in gynaecological 



Fig. 210. — Diagram of the simplest method of suturing the abdominal 

wound. • 

cases. It enables, as a rule, a wider view of the pelvic contents to be 
obtained than by a transverse incision, and is more easily extended 
as is found n^essary. The only q»ise in wluch we should be inclined 
dehberately to select the Pfannenstiel incision is in very stout k^omen, 
where, by making it correspond with the line already mentioned, the 
great deposit of abdominal fat can be avoided. The advantage 
claimed for the Pfannenstiel incision is a greatly diminished risk 
of abdominal hernia, inasmuch as the incision through the fascia 
and the line of cleavage between the recti muscle, instead of corre- 
spoijding with one another, cross, at a right angle. The risk of hernia, 
however, is not very great in any case, (jxcept in women who already 
suffer ^roHi separation of the recti muscles and stretched fasc a, and 
these Ae just the cases in which the Pfannenstiel incision offers the 
least advantage. • • 

The Peritoneal Toilet. — As soon jis the. object for^ vvhieh frhe 
peritoneum was ‘openeS has been effected, the*j5eritoneal eavity must 
be cleansed by removing all blood and debris of Uny, kind \fhich nfay 
have found its.^ay into it. As a ^jrelimjnary to this, it is well to 
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bring the patient back from Trendelenburg’s position into the hori- 
zontal position, in order that all fluid may find its way into the pelvis! 
As a rule, gauze sponges will readily remove any fluid or clots, and it 
is only in rare cases that it will be found necessary, to wash out the 
peritoneal cavity. If a large quantity of septic matter has escaped 
from a pus tube or a suppurating cyst, and has become generalised 
through the peritoneal cavity, it is best to wash the latter out as 
thoroughly as possible. If, however, the escaped septic matter has 

Fi(.. 217. Fig. 2 }^. 


i 



Fig. 217. — Closuie of the abdominal incision. First step The peritoneal edges 
are brought together by a catgut suture. P. Peritoneum R M. Rectus muscle 
R.F. Rectus fabcia. « 

Fig. 218.— Closure of the abdominal incision. Second step. The fascial edges aie 
brought together with m^ttr^ss sutures (f silkM orm gut. F. Fascia. 


not become generalised but has been successfully confined tot the 
pelvis, by carefully walling aS the rest of the peritoneal cavity with 
sponges, it is better not to wash out the cavity, lest such a “procedure 
should ^ause the infection to become generalised. If the iflfecting 
micro-organism is of lo\^ virulence, the peritoneum' is itself capable 
of ’dealing with it, Un<J, *if it is of high virulence, Ve do not think 
that any amount of washing will avail. Il the patient is very 
much colfapsed froni the length of the operation and from loss of 
blood, it is a good practice tp p6ui from two to six ’pints of normal 
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^saline solution (0*6 per cent.) into the peritoneal cavity and allow it 
to remain there and fee absorbed. 

The Closure of the Abdominal Incision. — The proper closure and the 
, complete u^jiion £>i the abdominal wound are most important matters, 
in order to prevent the subsequent occurrence of ventral hernia. There 
are two chief ways of doing this. The first is the more rapid, and is 
therefore suitable for cases in w’hich the saving of time is of great 


Fig. 210. Fig. 220. 



Fig. 219. — Closure of the abdominal incision. Third step. The edges of the fat 
are laced together by a continuous silkAvorin-gut suture. 

Fig. 220. — Closure of the abdominal incision. Fourth step. The skin edges are 
brought together bv a continuous subcuticular suture. A. Diagram to show 
method of introducing the subcuticular autnres. a. Epidermis, b. Cutis vera, 
through which the sutures are parsed, r. Fp*. ^ 

iidportance. In all other cases, the second method is preferable, as it 
ensiyes that accurate fascial approxirilation which alone can prevent 
the ipture occurrence of ventral hernia. 

The first method is as follows : — The peritoneal edges* and the 
bellies of the recti muscles are brought together by two rows of con- 
tinuous catgift sutures. Silkworm^gut sJtyi4s are * hen * inserted 
through the skin at intervals of half an incli along the*length of the 
incision. They traverse the skin, fat, and fascSi ai? one side, then pass 
across i^he wound to the corresponding p©int at the opposite sifle, and 
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emerge through the fascia, fat, and skin. They are entered a quarter 
of an inch from the skin edge, and traverse the fat and fascia at right " 
angles to the surface {v. Fig. 216). If there is any gaping of the skin 
between them after they are tied, fine catgut or silkw/)rm-gut sutures ^ 
may be inserted wherever is necessary. This is the method of 
expedience and never of choice. 



The second method is as follows : — The peritoneum is first closed 
with a continuous catgut suture {v. Fig. 217), and the same suture 
is brought back again along the incision, this tiiiie approximating 
the bellies of the recti muscles. The fascia is then drawn out on both 
sides, and held together, while it is united with mattress sutures of 
stout catgut. These sutures are entered less than a quarter of an 



Fig. 222. — Bayonot-bodied needles for gynaecological work, straight and curved. 

inch from the cut edge of the fascia. They include half Un *inch 
of the f^kscia, and they lie from a quarter to half an inuh •apart 
(r. Fig. 218). ’ Their ends are cut short as they will be 'buried when the 
subsequent roV is tied. The deap layers of the i^ubcutaneous fat, if at 
all ttick, are* next brought together by means of a continuous catgut 
sutufe, and'lastly the luperficial layers of fat ‘and the skin are in turn 
brought into apposition b 3 i*t^o tows of continuous ***silkworm-gut 
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, sutures. The methoji of passing these last sutures is as follows : — 
Two long silkworm-gut sutures are knotted together. A straight 
glover’s needle is threaded with one end of the double ligature and 
passed thr®ugh*^the skin in the middle line half an inch above the 
upper end of the wound. The needle emerges through the sub- 
cutaneous fat, and is then passed through the fat at each side of the 
wound alternately, in such a manner that, when the suture is drawn 
.tight, the cut edges of fa^ are, as it were, laced together {v. Fig. 219). 
The suture ^ally emerges through the skin half an inch below the 
lower 5nd of thefwouijd. ^ The needle is then threaded with the other 
end of the ^oulde ligature, which is lying loose at the upper end of 
the wound, and is passed through the skin a quarter of an inch from 



the point at, which the first sutiye was ii^troduced {v. Fig. 220). It 
traverses the wound from above downwards, passing through the 
subcuticular layers *of the skin at each side alternately, in such a 
manner as to lace the cut edges together. It emerges beside the first 
^suture and a quarter of an inch distant from it, and then the two 
sutures are drawn sufficiently tightly to bring the cut edges together 
accurately, and are knotted tcyone another^ Their removal is easy, 
as all that ^jas to be done is to cut off the knot at one end, and then by 
pulling on the other end both sutures can be drawn out together or 
sepaiatejy. This procedure causes littfe or no pain. 

Thi^Pfaimenstiel incision is closed as follows : — The incision in the 
peritoneum is closed by a continuous catgut suture, ai^ tlie bellies 
of the recti mu§cles are brought together jn a |imilar ijianngr. The 
transverse incision iji the fascia is closed mattres^ sutures of 
catgut, and lastly the skin and fat are closec^ hy^ subcuticular, and 
deep silkwonn^gut sutures. The method* of closure is thus practically 
identical with that adopted in the vertftaf incision.^ ^ 
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The final step of the operation consists in cleansing the skin of 
the abdominal wall and in dressing the wonnd'l The usual method 
we adopt consists in drying the skin, and then dusting the wound 
over with boracic acid powder. It is then covered with several gauze . 
sponges, over which two or three sheets of sterilised cotton wool or 
cellulose are laid. Another method consists in first thoroughly drying 
the skin by rubbing it over with a little alcohol, and then covering the 
incision and adjacent skin with a single thickness of gauze soaked in 
collodion. As this is drying, it is dusted over with boric powder, and 
the result is a firm and air-proof dressing, closely ^ad!iering»>to the 
skin. This is in turn covered with cellulose. * Thre,e‘ or -more straps 
of adhesive rubber plaster, ,of sufficient length to get a firm hold of 
the skin at the sides of the abdomen, are then placed over the cellulose, 
and, over all, an abdominal binder. 

Drainage. — In the early days of abdominal surgery, it was con- 
sidered necessary to drain every case, as a presumed safeguard 
against septic peritonitis. Gradually, however, it came to be ” 
recognised that aseptic operations, at any rate, such as hysterectomy 
for myoma, did not require drainage, but rather ran a more normal 



Fig. 224. — Mouse-toothed dissecting forceps. Half scale. 

#. 

post-operative course if drainage was not adopted. On the other 
hand, riost operators agree that drainage is necessary when septic 
matter has escaped into the peritoneal cavity, and when both it* and 
its cause cannot be entirely removed ; e.g., when a collection of pus, 
which there is reason to believe is still septic, bursts prior to or during 
operation, and when it is not possible to remo\*e the entire sac of 
the abscess cavity. Drainage is also advisable when an intestine 
has been sutured, if there is any doubt that the suturing has been 
accurately applied, or if there is any danger that it may subsequently 
give way. Moreover, manj' operators consider drainage necessary 
when the oozing from surfaces denuded of peritoneum is so great 
that, if not drained, a considerable accumulation of blood-staiiSed 
serum would result. * ^ 

Accordingly, three indications may be laid down for the use of the 
drain ? 

« 

(a) Where ^undoubtedly^ septic matter is present,' or is likely to 
malje its wa^ into the pentoneaF cavity. • * 

(6^ Where sterile matter — blood, serum, or pus — is likely to collect 
in quantities greafer than th^ peritoneum can be expected to absorb 
in its existing condition. 


DRAINAGE OF THE PERITONEAL CAVITY. 


319 


, (c) When surfaces uncovered by peritoneum are unavoidably left 
in the pelvis, with tfie object of preventing the intestines from 
coming into contact with them. 

• Drainage can be carried out either through the lower angle of the 
abdominal wound, or through an opening made from the floor of 
Douglas’ pouch into the posterior vaginal fornix. The latter route 
offers great advantages, as any weakening of the abdominal cicatrix 
is ^avoided, and the actioi^ of gravitation assists the escape of the 
fluid. It, however, possesses the disadvantages that it necessitates 
the makftig of an opening into a possibly septic vagina, and that the 
subsequent rehiovai of the drain is more difficult. Nevertheless, if 
the vagina is healthy, vaginal drainage should be employed in almost 
Cv^ery case in which a drain is required. In a small number of 
cases, it may be found advisable to have a counter-opening in the 
lower angle of the abdominal wound. 

, li the case is one of widespread infection, as in general septic peri- 
tonitis, it is usually well to make one or more lateral or posterior 
openings through the abdominal wall. Such openings may be made 
in the flanks just outside the erector spinae muscle. 

All drainage materials are more or* less unsatisfactory. Both glass 
and rubber tubes are inefficient, and in addition glass is dangerous 
as tending to produce faecal fistulae by causing pressure on the 
intestines. Gauze, which drains well at first — if used in sufficiently 
large quantities —ceases to drain after a short time owing to i^ meshes 
becoming blocked by fibrin and lymph. It is, as a rule, however, 
the most «ijitable material. We may use plain sterilise# gauze, ^n the 
form (tf long four-fold strips two inches in width, or iodoform gauze 
from which th^ ext;ess of iodoform ^as been ^ ;;moved by squeezing the 
gauze out of water. The latter is preferable, as the fluid absorbed 
by the gauze rapidly aecomposes, unless some antiseptic is present. 

If we adopt vaginal drainage, an opening must be made from the 
posterior vaginal fornix into Douglas’ pouch, unless such an opening 
already exists, as iA the case of a complete hysterectomy. Such an 
opening is easily made by pushing up frofti tjielow a curved forceps 
into the fornjx, and then cutting down upon it from above. One 
end df the gauze is caught in the forceps and drawn down, and then 
the peljris is filled with the remainder (v.* Fig. 223), care being taken 
that a l^op of intestine does not lie below it or amongst its folds. A 
portion of the gauze should be removed on the^following day, an'ci then 
a little more each ^ay until the last piece conjes a\yay on ^e tlyrd or 
fourth day after** oper^ion. If the patient’s jtemperaturg or puke 
rate rises, the gauze should be removed complet^y without,delay.. 

Operation Complications . — The on^ complication which is likely 
to occur in the course of a simple ventral cffeliotomy^is the' wounding 
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of an intestine as the peritoneum is being opened, or during the 
separation of adhesions. This is an accident which is especially liable 
to occur when the intestine has become adherent to the abdottiinal 
wall in the middle line as the result of former peritonitis. If it 
occurs, the cut must be immediately sutured with a fine intestinal 
needle and very fine silk or catgut. 

After-treatment , — The after-treatment of abdominal sections may 
be considered under various headings : — 

Rest. — After the operation the patient must be kept as quiet as 



possible. Violent movements while she is still semi-unconscious must 
be prevented, and for this purpose a special nurse must be in constant 
attendance. If there is no' contra-indication, the earlier the patient 
is raised on a bed-rest the better, and this is particularly ^the case 
in dealing v^ith infected patients. Ih such cases, we place the patient 
in a half ^tting, halt recumbent position as soon as she recovers 
from the anaesthetic. i ,tn other cases, the patient is propped up as a 
ni|e the pight or day. following the operation. Septic patients should 
be kept sitting up ; other patients may lie down at intervals as they 
/msh. This position is particularly advantageous in the case of fat 
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^omen, women who are inclined to flatulence and a persistence of 
anaesthetic sickness, and women who are inclined to pulmonary 
trouble. On the other hand, it is contra-indicated in cases of collapse, 
and in a patient whose heart is weak, or who is very anaemic. The 
value of the sitting-up position was first shown by Fowler, after whom 
it has been named. When the patient cannot be placed in Fowler’s 
position, she may be turned carefully a little to one or other side by 
tlje nurse, but she must nojj be allowed to turn herself. 



Fig. 22t3. — principle of a thermos flask • 
for giving coiitinnous saline injections. 

Diet. — For the first twenty-four hours, the less that is given by the 
mouth the better. • Thirst may be relieved by hot water — one or 
two teaspoonfuls at a time, and,J[f there is no vomiting, by barley- 
water or by albumin water. In collapse after operation continuous 
salin^ solution must be slowly passed into the rectum. It may 
be con|;inued for two or three hours at* the rate of half of a pint 
to thre^quarters of a pint in the hour. A simple appliance in which 
the water fan be kept at a normal heat and its flow rggulafted is 
shown in Fig. 226*. If the patient shows intolerance it^ should be 
stopped for a cotfple ofr hours and theif begun^qgSin. Sometimes, Jf 
the patient is very weak, nutritive enemata nmst be givjn every 
four hours, and the hot water may be replaced by wlnskey and watey 
one in three. (Jn the day after the* op#r£^tion milk and water*, or 
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barley-water, or beef essence and chicken broth may be given. As 
soon as the bowels have moved, the patient may be allowed a little 
solid food, — tea and toast, a very small portion of the white meat of 
chicken, and light puddings containing eggs. As convalescence gefs 
more advanced, the dietary may be made more extensive, but it is a 
good rule for the first week not to give more than one kind of food 
at each meal. 

Bladder. — The urine must, at first, be drawn off every eight hours, 
if the patient cannot pass it, and the amount measiTOd and noted. 
The catheter must be passed by sight, after cai^fully washing the 
external parts. The patient should be made to p'ass water naturally 
as soon as possible, to avoid the continued use of the catheter. 

Intestinal Tract. — It is an important matter to note when the 
patient passes flatus for the first time after the operation, as it shows * 
that the intestines are not obstructed or paralysed. A purgative 
should be given on the second evening after the operation, as tKe 
action of the intestines very much relieves the patient, and probably 
accelerates the absorption of fluid from the peritoneal cavity. If the 
patient is inclined to vomit, the medicine inost easily borne is calomel 
in small and repeated doses. Begin with three grains, followed in 
two hours by two more, or give repeated doses of one grain every two 
hours until five grains have been given. This may be followed three 
hours after the last dose by a mild saline, such as a teaspoonful of 
effervescing citrate of magnesia. If the bowels still do not act, a 
simple soap^and water, or better, a turpentine and oil, enema must 
be given. If the patient has no tendency to vomit, a "drachm of 
sulphate of magnesia or of sulphate of soda dissolved in two to four 
teaspoonfuls of water may be given, instead of the* calomel, every 
two hours until the bowels move, or a couple of ounces of Mist. Sennae 
Co. in a single dose. Tympanites is sometimes very marked, and 
causes the patient a great deal of discomfort. If it is not the result of 
some serious condition, such as septic peritonitis or paralysis of the 
bowel, it can usually be relieved by the insertion of a short rectal tube, 
which is allowed to rdmain in for hrJf an hour or so, or by turpentine 
enemata. If the tympanites is very marked, relief' is somptimes ‘ 
obtained, while waiting for the bowels to act, by applying a turpentine 
stupe to the abdominal wall, or by lightly drawing over the latter 
the point of a Paquelin’s thermocautery heated to a dull ^retf, in such 
a manner as to touch the short hairs of the skin without actually 
coming ill contact widi the tepidermis itself (Kelly). In many cases 
the patient will get' complete relief if slfe is placed in Fowler’s.. 
f)Ositiori. If the d/stension has reached as low as the descending colon, 
relief may be given byjblie passage of the long rectal’ tube. It is, 
however, a very difficult matter to get this tube above the pelvic 
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colon, but it is said t^ have been successfully done with the patient 
in the knee-chest position. 

The Dressing of the Wound. — The abdominal wound ought not to 
■4)e dressed until “the eighth day, unless either a drain has been used 
or the temperature goes above 100‘5° F., or the pulse above 100. If 
a collodion dressing has been applied, its removal is facilitated by first 
saturating it with ether, which softens *the collodion. The sutures 
are removed on that day* the w’ound is re-dressed, and, if properly 
healed, is not^ again touciied until the second dressing either gets 
soiled ol falls ofi.f It is inadvisable to wet or to wash the wound at 
this stage, as theve is a danger of removing the protective film of clot 
on the surface of the incision and of carr}'ifig in a superficial infection. 
The patient may be allowed to get up between the tenth and the 
eighteenth day according to the nature of the case. 

Post-operative Complications , — The following are the principal post- 
.pp^rative complications which may occur during the three weeks 
succeeding a cmliotomy : — 

(1) Colla})se due to the length of the o])eration and the anaesthesia, 
prolonged handling of the intestines, or haemorrhage during the 
operation. The treatment of such cases consists in the use of continuous 
saline injections into the rectum, and, in cases of haemorrhage, of 
submammary or intravenous infusion ; the administration of 
stimulants, such as alcohol, ether, strychnine, and digitalis ; the 
raising of the foot of the bed ; and the maintenance of tift warmth 
of the patient by hot bottles carefully protected, and bj hot blankets. 

(2) SeL,v'^ndary haemorrhage coming on at any time up to forty- 
eight hours after the operation, due to the slipping of a ligature, or to 
extensive oozing from a raw suj-face. The symptoms of such a 
condition are the gradual collapse of the patient, vdth fallirig tem- 
perature, rapid pulse, and abdominal pain. If the haemorrhage is 
gradual, there may also be intestinal paralysis and tympanites. The 
treatment consists in immediately re-opening the incision, and finding 
and controlling the* bleeding area. * • ^ 

(3) Septic peritonitis and pneflmonia, septicaemia, and pyaemia. 

• (4j Re-opaning of the wound from excessive coughing or vomiting, 
or from septic infection. This is most liable to occur within twenty- 
four hours of the removal of the sutures, but it is very unlikely to 
occur ilp ^rdinary cases, if the fascia has been correctly sutured. 
Whenever the abdominal wall is very thin^ with almost complete 
absence of the reuti muscles and stretched fa««ia, j^ailure df uiiiSn dtie 
to infection ma^ result in re-opening. The saftie may also occur *in 
patients suffering from cancer, even though th(| incision i8 not cfb- 
viously infected# Necessarily, the gpeatef J;he abdominal distension, 

the greater will be the strain on the incision. The treatment of such 

21-2 
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cases consists in the immediate re-suture of tl^e incision. When this 
is impossible, the best course is to draw the edges firmly together with 
strapping, and, if the intestines tend to bulge between the edges, to 
keep them back with sterilised gauze soaked in saline solution. 

(5) Intestinal paralysis and obstructi 9 n. The former is due to 
sepsis, to excessive handling of the intestines, or to their prolonged 
exposure during an operation ; the latter is due to peritoneal adhesions, 
adhesion of the bowel to a raw surface, c adhesion to a septic area, 
incarceration through a hole in the mesentery or omenj^um, or a twist 
of a loop of bowel round its own axis. Ojice the ’existence of septic 
peritonitis is definitely recognised, immediate re-opening of the 
abdomen is indicated, followed by washing out of the peritoneal cavity, 
and free drainage. Similarly, once a definite obstruction is recog- 
nised, the abdomen must be re-opened, and the cause of the obstruction 
found and removed. Further, when the diagnosis is not positive, 
and the condition of the patient is serious and tending to get wc.ou, 
it is better to operate with a view to making a positive diagnosis. 

(6) Pulmonary embolism, due to the detachment of a clot from 
a large thrombosed vein, may occur from ten days to three or 
four weeks after the operation. It is an accident which is relatively 
more frequent after operations for the removal of myomata on account 
of the enormous veins which are sometimes divided. 

(7) Urinary suppression may occur as the result of the accidental 

ligation lif one or both ureters, or of the failure of the action of the 
kidnqvs due tp the effect of the ansesthetic, to the length of the operation, 
or to septic infection. , ' ’ 

(8) Faecal or urinary fistulae may form as a result of direct injury 

to the intestinal or bladder walb during the operation, or of post- 
operative necrosis or sloughing. ^ 

VAGINAL CGELIOTOMY. 

Vaginal coehotomy (syns-, colpotomy [koXttos', the vagina ; 
76^2 0 )], vaginal section) is an operition which enables us to operate 
upon certain pelvic conditions with greater safety, and, in some cases, 
with greater ease, than doesjventral coehotomy. The opening into the 
peritoneal cavity can be made either through the anterior tvaginal 
fornix^ after separating the bladder from the uterus (antqnor col- 
potomy), 6 r through the posterior fornix, by opening directly into 
Douglas* p^)uch (pQstericr colpotomy) {v. Fig. 227). 7 
‘A few words muilt' be said with regard to the relative value of 
vViginal Und ventr^ coehotomy^ especially as their relations to one 
another are not definitely established. Operating^by the vaginal 
troute possesses the following advantages 
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(1) There is apparently less risk of sepsis. 

(2) There is little no interference with the intestines. 

(3) If pus is .present, it is less likely to spread to the general 

peritoneal cavity, and after its evacuation better drainage 
can be obtained. 



Fir,. 237. — Sagittal i^ection through the pelvis of a virgin, showing route followed 
in anterior and posterior col})otomy. a. Route in anterior colpotomy. n. Route 
in posterior ^Ipotomy. (From a dissection by 1''. . R. A. Stoney.) 



Fia. ^28. — Martin’s modification of Simon’s posterior speculum. 


(4j There are some conditions which can be more easily reached 
• by this route. 

(bj^There is no subsequent abdominal scar, and no risk of hernia. 
The disadvantages of operating by this route Are : — 

(1) The operation jjakes longer, as a rule? • ^ • 

(2) In women who have not borne children, the narrowness of 

the vagina frequently necessitates pfcliminary ^latatibn 
or iitcision. 
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(3) After the peritoneal cavity has been opened, it may be found 

impossible to remove a tumour oa account of its size' 
its situation, or the nature of the adhesions round it. 

(4) The removal of papillomatous or malignant tumours by the 

vaginal route is contra-indicated, because " of the im- 
possibility of carrying out a svfficiently radical operation. 
Therefore when such tumours are found, it will be necessary 
to abandon the vaginal route and to open the peritoneal 
cavity from above. ' 



Fig. 229. — Doj^en’s posterior speculum. 


(5) It is not possible to^leal with uterine, adnexal, or intestinal 
adhesions with as greatViacility and exactitude, and to 
leave the pelvis in as near an approach its normal 
condition, as can^be done by abdominal coeliotomy. 

Indications , — There is a positive indication under all conditions for 
the adoption of the vaginal route for the following operati9na'l — 

(1) The drainage of art abscess in Douglas’ pouch or in the pafa- 

f (metric t^ssuf.*. ^ i ^ 

(2) The drainage of a pyosalpinx or ovakan abscess, if there is 

r reason t^ believe that active infection is present. 

• Iij these cases there is* no 4P^ht that the vagin,al route is less 
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dangerous, as by it it is possible to avoid the dissemination of sepsis 
through the peritonea^cavity. 



• Fig. 2.‘i0. — Blunt pedicle needle, a. Left-handed needle. 
B. Right-handed needle. 





Tig. 2iU. — i'caii s liyster(H*lomy forcejis. One-third siuile. The highest forceps is 
straight, the niidtllo ciiiTcd on the side, the lowest curved on the flat. 



Fig. 2‘5ii — Fi-^lu!:i forcejvs, useful for holding peritoneal flaps, etc. About 

one-fourth scale. 



Fig. 233. — Doyen’s ovary ext»’action forceps. 


a relative indication for the adoption of the vaginal route 
for certain oper^ttions under the following conditions : — • 

(1) If the vagina is sufficiently capaciQ?]^ to^perinit i;he necessary 
mahipulaiSons, and if the cervix •tSan be draivn down at 
least as far as the orifice of the vagii:^. ^Thus, a multipara 
is fklways a more suitable subject than a nullipara. ^ • 
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(2) If the tumour is benign and of such a size, or capable of being 
so reduced in size, that it can be ei-sily brought through' 
the vaginal opening, and if it has no attachment above 
the pelvic brim. 

Under such conditions, the vaginal route is thought by some operators 
to be indicated for the following operations : — 

(1) The removal of myomata or uncomplicated ovarian tumours 
of small size. 



(2) Conservative operations on the ovaries or Fallopian tubes in 

certain cases. 

(3) The performance of hysteropexy in certain cases. 

(4) The performance of hysterectomy in certain cases. 

Posterior colpotomy is more suitable than uterine colpotomy in 

the case of fluid accumulations or inflamed adherent appendages in 



Douglas’ pouch, or for the removal \>f tumours growing from the 
posterior uterine wall. ^ 

Anterior colpotomy is more, suitable for the removal of tumours 
growing from the anterior uterine wall and of small ovarian cysts, 
for hysteropexy, and for conservative operations on the appepdflges. 

Instruments : — The folloving instruments are required in all cases : — 
A postei’or speculum, Mautin’s pr Doyen’s (v. Figs. 228, 229) ; four 
.^Ametican fonseps {v. Fi^; 9) ; needle-holder {v. I^ig. 221) ; three sizes 
of whole-cuived nepdlqr; {v. Fig. 222) ; silk, silkworm gut, and catgut ; 
pedicle# needles (i;. Fig. 230) j '^twelye chp forceps ; three or four long 
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narrow-bladed clamp forceps, curved and straight (v. Fig. 231) ; 
lour light and long-hithdled forceps with short blades (v. Fig. 208) ; 
ovajy forceps (v.»Fig. 233) ; two lateral vaginal retractors, and an 
anterior retractqir or ecarteur {v. Figs. 234, 235) ; uterine sound ; 
metal catheter ; several pairs of scissors, including a pair with blunt 



Pig. 236. — ^Anterior vaginal coeliotomy. A flap ol the anterior vaginal 
• mucous membrane has been lifted and the bladder exposed. 

• 

ends, & sharp-pointed pair with medium length handles and tolerably 
stoutlyViade, and two pairs with long handles, one straight, the other 
curved on the flat ; any form of sponge-holder, and two or three 
dozen sterilised jliusliij sponges; two* scales *• toothed dissecting 
forceps (v. Fig. 224). • * • * * 

Anterior Colpotomy. — K posterior speculum Is passed, * and the 
anterior lip of the cervix seized in one (gr'two American forcepsTand 
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drawn downwards and backwards as far as possible. A sound or metal 
catheter is then passed into the bladder, and pushed gently in the* 
direction of the cervix in order to ascertain how far, down the cervix 
the bladder extends. The mucous membrane of the anterior vaginal 
wall is seized in another forceps a little behind the orifice of *the urethra, ' 



Fia. 237. — Anterior vaginal coeliotomy ; second step. The bladder is 

being pushed up. b. Bladder. < 

• 

and both forceps '^re given to an assistant to hold. By drawmg the 
one upwards and the other downwards, the mucous membrane IJetween 
the forceps 'is made tense. An incision is next made in the middle 
liAe, Extending frotn half an# inch below the uppei; forceps to just 
below the ’’ point to Which the bladder had ‘been found to extend. 
Iff as sorfletimes' happens, the bladder does not come on to the cervix 
at ali, the incision ends al^out ha^f an inch from the tip of the cervix. 
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Care must be taken that the incision goes completely through the 
“thickness of the mucoas membrane, but no further. A second incision 
is next made across the cervical end of the first, at right angles to 
and bisected b}^ it, and about three-quarters of an inch in length. 
The mucous membrane at one side of the vertical incision is then 
caught in a toothed dissecting forceps and reflected outwards for 



Fig. 238. — ^Anterior vaginal coeliotom^ ; third step, ^he bladder has been pushed 
upwards* and the vesico-uterine peritoneal reflection exposed ready to incise. 
• p. Peritoneum. 


abouf an inch, and similarly at the other side. This can be begun 
with flkie^harp end of the scalpel, but as we get further out k; is best 
to use the blunt ^nd only. • 

Another method gf exposing tha bladder ^sthat pdfesess^ some 
advantages is as follows : — Instead of making'a jingle vertical incision 
as has been described, two incisions are made, die at each*side of*the 
middle line, adld about an inch to* an and a half apart. • Tfiey 
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begin just at the base of the anterior vaginal wall, and run down to 
the anterior utero- vaginal junction, at which *«place they are con- 
nected by a transverse incision. A flap of vaginal mucous membrane 
is thus marked out, and may be dissected off the bladder, and drawn 
forward out of the way {v. Fig. 236). The outline of the bladder can 
now be clearly seen, and the extent to which it comes down on the 
cervix can be ascertained. A transverse incision is then made through 
the areolar tissue just below the cervical attachment of the bladder. 
This incision should extend down to but no^ into the cervical’ tissue,' 
as its object is to open up the loose tissue that lies ‘‘between the 
bladder and cervix. * ' • # 

The operator then holds thj^ lower bullet forceps in his left hand, and, 
with the fore and middle finger of his right hand, pushes the bladder 
gently upwards, at first at the centre and then at the sides {ii Fig. 237). 
This pushing must always be done with the pulp of the finger pressing 
upon the cervical tissue, as by so doing there is not the same direct 
pressure on the bladder, and tlie risk of wounding its wall is lessened. 
Care must be taken to detach and push up the bladder not only in 
the middle line but also at the sides, as in this way the ureters, as well 
as the bladder, are separated from the neighbourhood of the uterus 
and carried upwards out of harm’s way. There is usually a firm bond 
of attachment between the bladder and the cervix at each side of the 
middle line, and this may require to be divided with scissors. 

As soon jis the bladder has been pushed off the uterus, the next step 
is to find the line of peritoneal reflection off the anterior wall of the 
uterus (l>. Fig. 238). We can usually tell when we have got atove-tiiis 
fold by noting the manner in which the tissues at the base of the WQund 
glide freely over the uteriye wall, when rubbed by the finger. This 
gUding is permitted by the fact that' two layers of smootR peritoneum 
are in contact. It can be simulated by the bladAer walls, which will 
also ghde over one another if they have not been pushed up out of 
reach. * In order to distinguish between the two, it is usually necessary 
to pass a catheter into the bladder ; if the bladder is still attached 
to the uterus, the catheter ♦will be fejt under the fingers, but if the 
bladder has been pushed up and there' is nothing but peritoneum, the 
catheter wjll lie above the fingers. ' c 

As soon as the peritoneum i6 recognised, it must be opened. To do 
this, catch a fold of it between two clip forceps and cut between ^hem 
with a t)lunt> 7 pointed scissors. First one, and then two fiifig^s are 
passed through the openftig thus made, which is incl:eased in size to 
the^extent required.** ^‘generad idea of the CQuditifin of the pelvis 
can be now obtained by making a bimanual examination with one 
filler introduced thrcTugh the opening. 

In many cases, the next etep co^ists in drawing ou!;*the fundus of 
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•the uterus, in order to examine its condition. To accomplish this, the 
. body of the uterus is 'caught with an American forceps, or with a small 
and long-handled hook, as high as can be reached in the middle line, 
• and then dm wn^own wards. Another forceps or hook is then applied 
as high above the former as possible, the forceps upon the cervix is 
removed, and the cervix itself is pushed upwards and backwards into 



Flo. 239. — Anterior vaginal cceliotoi§y ; fourth step. The fundus has been drawn 
^ down thfDugh the opening in the peritoneum. The cervix has been allowed to 
fall back into the vaginal vault. 

• • 

the j^sterior fornix. As a rule, by drawing on the second forceps 
the funtfus can be brought out through the opening in thp va^nal wall 
(v. Fig. 239), but, if it does not come readily, another ^forc^s must 
be apphed higher u;^ In some cas^, wher^^Bfe uterus^ is very foft, 
a forceps thus applied will tear out instead ci drawing ^the fundus 
down. To obviate this accident, which jnay giVe nse to troublesojne 
haemorrhage, ^sutures of medium-l^izei silk or catgut are inserted 
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transversely into the uterine tissue. Each suture goes in deeply, 
enough to obtain a firm hold, and, as in the case of the forceps, they • 
are placed one above another until one of them is sufficiently high to 
draw the fundus out. The ends of each suture are Knotted together, • 
and, as soon as the time has come to push the uterus back again, they 
are removed. 



Fig. 240. — Anterior vagina] cwfiotomy. The fundus of the uterus has been drawn 
down as far as possible, in order to briAg down also a small tumour of the' 
right ovary, o.t. Ovarian tumour. « ^ 

If we only want to examine the appendages, it is unnecessary to 
extrovert the fundus. In such cases, the latter is caught ^/ith a 
forceps or hook, and drawn over to the side opposite ^to that on which 
we. desjre t(\ expose the appendages. This brings ^he cornu of the 
uterus into ;qew, and the origin of the tube and; the ovarian ligament 
caij be se^^n. The t|ibe can be drawn out with a forceps, and the 
oyar}r by catching and pulling upon the ovarian ligament. If the 
large size of the uterus, or*'ai!y other reason, renders it impossible to 
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• expose the ovarian ligament, pass a finger up behind the broad liga- 
’ nient and inside the ovary. This ligament can thus be hooked down 

info the vagina and the ovarian ligament or the ovary itself rendered 

• visible. If*the*ovary cannot be exposed by this means, the fundus 
of the uterus must be extroverted into the vagina. The ovarian liga- 
ment can then be seen and be caught with a forceps. As soon as this 
is done, the fundus is replaced, and the ovary brought down by drawing 



Fig. 241. — Anterior vaginal cooliotoniy * fi^al step. The vaginal wound 
sutured. Uterin taxation sutures «lso in place. 

• 

on its ligament. If the ovary is enlarged, or if its pedicle is short, it 
will Jbe necessary to catch it in a forceps. A special forceps is made for 
this jujpose, and is so shaped as to prevent undue pressure upon the 
•ovary {v. Fig. 2^3). ^ • 

As soon as tjie object for which the peji^oneal cavity wa| opened 
has been effected, aijfi all the blood, etc., haateen removed by means 
of gauze sponges, the next and final step cons^ts in closing the peri- 
toneal and tjwi vaginal openings. ^ I'he fundus is pushed ba^k into 
the peritoneal cavity, a forceps re-afpfied to tlje cervix, which, is 
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then drawn down, and the peritoneum closed by a continuous catgut 
suture. Last of all, the vaginal wound is closed, also by a con-« 
tinuous catgut suture, which begins at the urethral 6nd of the wound, 
and gradually travels to the cervical end. At first- it only includes c 
the vaginal flaps, but, as the level of the cervix is reached from 
which the bladder has been stripped, a pdrtion of the cervical tissue 
is also included in the stitch. As the end of the wound is reached, 



Fig. 242. — Posterior vaginal coeliotomy. The incision. » 


care must be taken to suture it in such a manner as to r^toj^e its 
original shape. For this reason, the last few sutures must be passed 
vertically th/*ough the edges of the transverse incision, in such a 
manner as tp close tbe latter. If a vaginal flap has been raised in 
the^ first instance, it o .must be carefully sutured back in place 
.{V. Fig. 2i\). ^ 

jPosterior Colpotbmy. — A posterior speculum is introduced, and the 
postenor lip of the cervix^is^'seizeS in a bullet forceps, and <Jrawa 
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downwards and forwards. A transverse incision is then made through 
* the mucous membrajie just above the junction of the posterior fornix 
and the cervix (v. Fig. 242). If a finger is passed into the opening 
thus made, the^peritoneum will be found between the finger and the 
uterus, anJ will be recognised by noting the manner in which it glides 
over the uterus. Care must be taken to avoid pushing the peritoneum 
upwards in front of the finger. A fold^of peritoneum is then caught 
between two clip-forceps, and a small opening made in it with a blunt- 
•pointed scissors. Two fiflgers are passed through this opening, and the 
wouncj enlarfi^d by gradually dilating it with them until it will admit 
three or four fiiigers. * The pelvis can then be explored by the fingers, 
and the uterus and the appendages drawn^down and examined. If the 
original incision does not give sufficient room, a vertical incision must 
be made at right angles to the transverse incision, and about an inch to 
an inch arid a half in length. When making it, care must be taken to 
avoid injuring the rectum. The wound is finally closed by means of a 
catgut suture, which includes both mucous membrane and peritoneum. 

Complications . — The most frequent complication of these operations 
is the wounding of the bladder or rectum. The bladder may be 
wounded during the performance of an anterior colpotomy by the 
first incision, or wdiile separating the bladder from the cervix, or during 
the removal of a tumour. The method of avoiding the first two has 
been mentioned, and the last can be best prevented by the use of an 
anterior retractor o^ ecartem while any cutting operation is going on. 
Similarly, the rectum may be wounded in the course of a posterior 
colpotpmy, either when making the vaginal incision qr when t)pening 
into^the peritoneal cavity. 

After -treat mey^l . — A loose tampon of iodqform gauze is placed in the 
vagina. Thft catheter is passed ^ery six or eight hours if necessary. 
The tampon may bg removed on the evening of the day following the 
operation, and purgative medicine may oe given the same evening. 
The date at which the patient is allowed to get up depends on the 
nature of the opeg*ation which has bepn performed. 
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MAJOE OPERATIONS ON THE UTERUS. 

(1 

Hysteiectomy : Ventral Hysterectomy: Partial Hysterectomy; Total Hysterectomy : 
for Non-Malignant Conditions ; for Malignant ^Conditions ; Vaginal Hysterec- 
tomy. 


HYSTERECTOMY. 


The term hysterectomy {mTepay the womb ; iKToixrj, a cutting 
out) is applied to all operations for the removal of thu body of the 
uterus or of the whole uterus, with or without the accompanying 
removal of the tubes and <o varies. The following table shows the 
various forms of hysterectomy which are performed : — 


Hysterectomy 


I Vential 

J 

1 

j Vaginal (always 
J total). 


I Partial. 

I Total I 


For noil-malignant co.i3itions. 
For malignant disease. 



Fia. 243. — The^ blood supply of thfe uterus and broad ligament to show the points 
, of qpntrol, of the arteries, and the lines of incision followed in the different 
forms of hysterect-my.' a, b,^ c. Incision in sunra- vaginal hystefeotomy. 
* a, 6, d. Inijision in complete hysterectoiAy — ^non-maHgnant conditions, e, b, c. 
^ Incisioi^ in supra- va'ginal hysterectomy with complete removal of the broad 
ligament, e, by d. Incision in complete hysterectomy with complete removal of 
* tho broad ligament, c, /, g. Ihcisioi{.in Wertheim’s hysterectfpmy for malignant 
conditions, c (» 
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, Indications. — The general indications for hysterectomy are as 
follows : — • 

•(1) Benign tilmours of the uterus, in which it is impossible to 
• rcmov*e the tumour and to leave the uterus. 

(2) All cases of malignant disease of the uterus. 

(3) Many cases of malignant disease of the appendages. 

(4) Certain cases of infection of the appendages. 

^ (5) Certain cases of u^prine tuberculosis. 

(6) Certain cases of uterine displacement. 

(7) ‘Certaid cases of intractable uterine haemorrhage. 


• B 



Fig. 244. — Long hybterectoin3' clamps. A. Straight. B. Curved. C. Elbowed. 

The Selection of the Route and of the Operation . — The tendency of 
modern operators is undoubtedly to favour abdominal hysterectomy 
ill the majority of caS'es, and to leave vaginal hysterectomyofor a few 
cases in which it is specially suitable. The reasons for this are obvious. 
The abdominal operation is short and simple. In the fase of Benign 



Fig. 24.0. — Doyen’s corkscrew myoma-extractor. 

• • ^ 

tumours, it is easier to determine^ whether or not it is possible to save 
the uterus, while in malignant dilease, a much freer extirpation of the 
surrounding lissues can be carried out. In inflammatory conditions, 
it is easier to leave some part of the ovaries, and indeed, in most cases, 
the necessity for hysterectomy can be avoided. 

VENTRAL HYSTi^lECTOM^. 

* •* . . 

Ventral hysterectomy is the term applied tdihe removal of the 
body of the uterus or of the entire uterjis thrAigH an incision 
the abdominal wall, • # • 

2 * 2-2 
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Fig. ?46. — The vascular rpl|itions of the uterus, ovary, and, Fallopian tube on the 
left side as seert ’fmm the fr6nt. The anterior pleaf of ^peritoneum has been 
‘ removed. The relatfons of the ureter to the utei?/ie artery are well seen. Ur. 

4 Uretf*r. U.A. U&rine artery. U.V. Uterine vein. Ov. A. Ovarian artery. 

Ov. V. Ovarian vein. {Kelly.) 
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Instruments, — The following instruments are required in addition to 
^those given under the head of Ventral Cceliotomy : — Six clamp 



Fig. 24 7^— Abdominal hysterectomy for myoma. The finger has been pushed through 
the Ijroad ligament between tho ovary and the uterusi 


forceps of varicgus shapes and curvaturt3S {v, 24l) ; fotr large 

volsella {v. Fig. 277) f a large ring forceps for \kawing up the uterus 
(v. Fig. 209), or two American forceps ; som^ fOrm of* corkscrew 
myoma-extradtor {v, Fig.^ 245). 
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Operations . — Two operations must be described Partial hysterec-^ 
tomy and total hysterectomy. • 

e 

I. Paetial Venteal Hysteeectomy.— Partial xentrjil hysterec-. 



Fig. 248. — ^Abdominal hysterectomy for myoma. Both broad ligaments have been divided, 
and the ^ger has been pushed from left to right beneath the poritoneuilttidfere it passes 
from the anterior uterine wall on to the bladder. 

toilay, Or sujjra-vagwal ufnputation of the uterys, is the term applied 
to the removal of thf.^Body and of that part of the cervix which fies 
.above the Vaginal in6ertion, while the remainder of the cervix*" is"left 
^ behintl. Xfel ad vantages of tj iis oper ation oyer toW hys terectomy are 
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that in most cases it can be per formed in a s horter tim e, and that i t 
Jioes not necessitate an^in^rference with the si^porte of the upper 
part of the vagimjTor cause ajyjblterationln its length, while the main 
Election wtiich j ir urged ag^^inst it is that i n th e cSr^a possible 
source of infection ox of subsequentjmalignant disease is left. Any 



Fiq. ^49. — Abdominal hysterectomy for myoma. Ligature of the uterine artery on the 

left side. * 

• • 

form ht partial hysterectomy is necessarily contra-indicated in malig- 
nant disease. * • 

A simple f«fm of partial hysterectolity k as fbllowS : — ^The 
abdomen is opened *in the usual manner, incisioil being long 
enough to allow the uterus to be brought dut "through it. The 
patient is theh placed in Trendelenbimg’l position. If it is pDssifile, 
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the uterus is drawn out of the abdomen, and pulled over towards 
the right side. The finger is then pushed 'quickly through the. 
broad hgament on the left side from behind forward. The exact 
point at which it is passed depends on the size of the broad ligament* 
and whether it is desired to spare or to remove the ovaries. If the 



Fig. 250. — Abdominal hysterectomy for myoma. The cervix has been cut acro&s from 
left to right, and the right uterine artery exposed. • ♦ 

ovaries* are Jbo be removed, then the finger is passed th/ough the 
ligament just beneath the infundibulo-pelvic hgament. 
ti the ovaiy is to^^e^leA, the^finger is passed iust loAow the ovarian 
" ligatnent ani inside the ovary, either between ^e ovarian and round 
•ligaments, or below ^he round ligament, according to^ the size of the 
bzoadT ligament (v. Fig. 247)i If the latter is deep, and the space 
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Jbetween the round and ovarian ligaments is considerable, it is 
•advisable to take each of them separately, and first to pass the finger 
through the broafl ligament, immediately below the ovarian ligament, 
•and then, having clamped the piece of ligament above the finger and 
divided it, to take the round ligament separately. 

The uterus is now draw5 over to the left side, and the broad liga- 
ment and the round ligament on the right side are similarly isolated, 
^lamped, and divided. TJfie next step consists in passing the finger 
beneath the peritoneum just above the fundus of the bladder. At 
this point, thS pfritoneum is held only by loose bands of connective 
iiMBue, and the iJnger can very readily be pushed across from side to 
side {v. Fig. 248). The peritoneum is thuB at once isolated from the 
bladder, and can quickly be divided from left to right. In most 
cases, if the uterus is drawn up, the bladder will retract down, but if 



Fig. 251. — Abdominal hysterectomy for myoma. Method of dealing with tho 
cBrvicaf stumn. A, Excision of the cervical mucous membrane. B. Suture of 
tho stump antiyo-postcriorly to check bleeding^and close over tho lower part of 
the cervical canal. • 

• • 

it* does not retract sufficiently far, its fundus can be pushed down with 

a gauze sponge until the cervix is exposed. 

The uterus is now again drawn over to the right, so as to expose 
the left uterine vessels, and a suture threaded on a blunt needle is 
passed round them, a little ^l]t)ve the* p%nt at which they turn 
upwards beside the uterus {v, Ffg. 249). If this suture is so passed as 
to Include a small portion of cervical tissue, one will be certain to in- 
cludei all the vessels, and at the same* time to fix the stitch in such 
a manner that it cannot slip. The vessels are then tied and divided. 
The cervix is then caught with a bullet forceps just abqv^ the*divided 
vessels, and is cut across from left to right mth a scalpel Jt;. Fk. 250). 
As the incisiorf reac^ the right side, great, ^afe must be taken ^ot 
to continue it too far, but to stop immediatel^*the last few fibres of 
the cervix are cut across, otherwise the .uterine vessels on the righi? 
will be injured, and their control f ender^d more troublesome. By 
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carrying the uterus now a little further over to the right, the uterine, 
vessels can be seen, and may either be directly ‘tied and cut, or else. 



Fio. 252. — ^Abdominal hysterectomy for myoma. The broad ligaments on each 
side have been tied, and the peritoneum is ready for approxim^iqn over , 
tlie exposed pelvic floor. * 

clamped for*the moia^t ^nd then tied later as^oon the uterus has 
beeh remov^. 

, The neit step* coiteists in the excision of the mucous membrane 
thS upper p^ of the c^jcal ^nsl. This is done* Quickly with a- 
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^narrow-bladed knife, a cone-shaped piece being cut out of the centre of 
, the cervix, and then ^he edges of the cervix are brought together from 
► side to side by m^ans of a continuous catgut suture {v. Fig. 251). 

• The next^teprfjonsists in replacing the clamp on the broad ligament 
by sutures. ^ As a rule, two sutures on each side are sufficient. One is 



*Fio. 253. — ^Abdominal hysterectomy for m>oma. The operation complete. 

so pl&ced as to include the ovarian ligament and the cut end of the 
Fallopla* tube, while the second^ includes the round ligament 
(v. Fig. 252).^ If there are any small vessels bleeding in the para- 
metrium betw^ th§ round ligament and* the pterin e^^esse^s, they 
must be tied separately. * * 

The"] last step consists in bringing together the* cut edges of th^ 
broad ligament; and the anterior and p^stgrior flaps of peritoneftm on 
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the cervix, by a continuous catgut suture, so as to cover the stump 
and all raw surface. This suture is usually passed from right to 
left, somewhat in the manner shown in the illustration {v. Fig. 253). 
Any clots lying in Douglas’ pouch or over the bladder are then care-,, 
fully sponged away, and the abdomen is closed in the usual manner. 



Fig. 254. — ^Doyen’sTtotal hysterectomy. T^e uterus is drawn forcibly upwards, 
and an incision is made from Douglas’ pouch into the posterior vaginal fqynix. 
a, Transverse incision. 6. Short vertical incision. D.P. Douglas’ pouch. 
S. Utero-sacral ligaments. P. ‘Infundibulo-pelvic ligament. U. Uterus. 


St 

II. Total Venteal Hysterectomy.— There are twd' Idistinct 
methods of performing total ventral hysterectomy, one suited to 
non-malignaht conditiofis, and the other to mialjgnant conditions. 
. Tlw loriQer method at removing the uterus alone, or the uterus 
sapd the appendages.'*’ The Jatter method aims at removing both”the 
uterus and the, appendages, ^nd "the entire broad ligament, and as 
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,muoli of the parametric pelvic connective tissue and of the upper 
, part of the vagina as possible. These two methods must be considered 
separately. * 



• • ^ 

Fig. 255. — ^Doyen’s total hysterectcfny. The anterior lip of the cervix is caught 
with a Imllet forceps, and the cervix is drawn forcibly backwards and upwards 
* through the opening in Douglas’ pouch. The anterior and lateral vaginal attach - 
•ments of the cervix are then divided, "a. Incision through vaginal mucous 
Aem4)rane. C. Cervix. 


(A)^lttal Hysterectomy for Non-malignant Conditions, — Hie most 
suitable and quickest operation is as followS ^ 

As soon asr*the ebdomen is opened, t^e uterus is drawn out 
into the wound, a* corkscrew extractor (v. •Fig. 245) is screwed 
into it, and an assistant pulls it doyrn for^iblj^ over the^ pubds 
so as to expbse Douglas’ pouch fo the dullest extent (v. Fig. 254). 
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A long curved forceps is then passed into the posterior fornix 
of the vagina, and pushed upwards against the mucous membrane ^ 
in such a manner as to indicate its position beneath the perito- 
neum of Douglas’ pouch. An opening is next made* into the vagina 
by cutting down on the forceps with a scalpel, the forceps is 



o 


Fig. 256 . — ^Doyen’s total Jiyst'^rectomy. Tno cervix, freed from its. vaginal attach- 
ments, IS drawn stillfurther upwards, and strips itself off the bladder. U.V. 
Uterme vessels. i 

pushed through into the peritbneal cavity, and the opening enlarged 
by separating the blades. A silk suture is then passed through the 
peritoneiam and the vaginal mucous membrane just below this offening^ 
and tied, with the object 6f providing a tractor which will subsequently 
draw the posterior of the‘ vaginal opening into cview after the 
removal of the uterus* The operator then passes one ,finger into the 
^vapna, and, und^r fts guidance, the posterior, or if possible the 
auterioi, lip of fhe ceryixfl ift seized in an American forceps, and 
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drawn forcibly upwards through the opening {v. Fig. 255). The 
anterior lip of the ceiwix can then be caught in a forceps, if this 
,has Qot been pTeviously possible. 

, The mucoug mepibrane of the lateral fornices of the vagina, and the 
lateral and posterior ligamentous attachments of the uterus, are then 



Fio. 257. — Doyen’s total hysterectomy. The anterior reflection of peritoneum is 
incised, aiid the right broad liganient is clamped and divided. P. Peritoneum 
Severing bladder. 


divideft With a scissors, taking care to keep as close as possible to 
the sid<Sb %f the cervix. This permits the cervix to be drawn still 
further upwards ^nd brings into view the •mucous membrane of 
the anterior vsy^nal Jornix;^ which is* dividfed ilk turn, •still •taking 
care to keep as close Db the cervix as possible. 'Py pushifig upwafds 
with the finger, the connective tissue bety^een She tladdef and the ^ 
uterus is then exposed, and by dragging^ cervix forcibly upfl^ards 
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Fig. 258. — Wertheim’s hysterectomy: for cancer. The isolation of the 
infundibulo-pelvic ligament. ' 


with tthe fcrceps, t^ie hladder^s completely separated from the cervix 
(tJ. Fig. 256). This^^paration is assisted b}^ passing the finger up- 
wards from the vaginal opening, and is extended laterally towards 
theiroad ligaments in sudh a nyinner as to detach a*l^rge flap of peri- 
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^toneum. The tip of the finger is then passed through the peritoneum, 
,and the opening thus made is extended acrbss the surface of the 
uteyus. By Shis* procedure, the uterus is completely freed from its 
.posterior and a»terior attachments, and is now connected with the 



Fie. 259. — Wortheim’s hysterectomy for cancer. The broad and round liga- 
ments have been divided, and the ureter is •exposed with the uterine vessels 
croising it. 


.pelvis By^he broad ligaments and the utero-sacral ligagaents* alone 
(«• Fig. 257). . ; V 

The next sttfp cowists in clamping the.^ight ligaqients \nth 
a clamp applied between the ovary and the htem^ am^ in cut- 
ting through them (d. Fig. 257). The uterus 's men drawn^ovac ‘ 
to the right ^de, the left ligamelits taiu similarly, clamped and 
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divided, and the uterus is removed. Two clamps will be required on 
each side, one on the uterine vessels and the' other on the ovarian 
vessels and the round hgament. 



Fig. 260. — Wertheim’s hysterectomy for cancer. The finger is passed undei 
thS uterine resselfi? and them up off the underiyrng ureter. 

t ^ \ ‘ . 

^The uterus bein^ how removed, the next step consists in replacing 
Ae glamps by Ifgat&es, aad in removing the appendages if necessary. 
In simple cases, two sututesoon fech side are sufficieni. One of these 
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is passed through the broad ligament and is tied to the inner side of 
ithe ovary, while the “second is placed on the uterine vessels. The 
clamps are then removed one by one, and any vessels which are still 
bleeding ar^ picked up and tied. Small vessels will sometimes be 





^to. 261. — Wertheim’s hysterectomy for cancer. The ureters have been 
exposed and isolated at each side, and the Madder has been separated from 
the uterus and the vagina. 

found ih fhe parametric tissue between the peritoneum and the vaginal 
mucous membrane. * • o 

As soon as alttleedifig points have Been tie^ftie postejior edge^of 
the vaginal opening is drawn into view by meailfe of the silk suture 
which was passed through it at the beginning oi the operation^ a^ ^ 
the vaginal mubous membrane surrotinding^the wound, is caught with 

• oa n • 



356 


MAJOR OPERATIONS ON THE UTERUS. 


forceps in two or three places and brought into view. Its edges are 
then brought togetherjwith a continuous catgut Suture and the opening. 



Fio*. 262. — Werthtjim’« hystorectumy foi cancer. I’he uterub is di4i\vn 
^forwards and the utero-sacral ligaments are divided, followed by the 
divisiofi of the upper part of the vaginal suspensory ligaments. * a. Line 
of incision of peritoni um of Douglas* pouch. » 

t])us closed. It is a l^ ys advisa ble to suture <j; he d ivi ded ends of the 
nJierp-BaQr al and th^ round hgamen ts to the vagrinal w^ll' up aa t.o giv« 
* to the vaginal vault. 

^ The final step^ consiste fenngihg'together the divided edges of the 



TOTAL VENTJIAL HYSTERECTOMY. 


357 


broad ligament, and of the anterior and posterior flaps of peritoneum, 
m such a manner as to bring the ovaries into a suitable position and 
to (jover the ^gkial opening (v. Fig. 253). 

(b) Total ^Hysterectomy for Malignant Conditions. — The object of 
all operations that come under this heading is to remove the uterus 
and the adjacent tissues aii completely as possible without endanger- 
ing the safety of neighbouring organs. , 

The operation most usually adopted is as follows ; — The vertical 
mesi^tl Incision is usually tlie best in these cases, but occasionally, where 
the pafiJent is Ver^ stout, PfannenstieTs incision may be preferable. As 
soon as the^afcdomen is* ojtened, the patient is placed in the Trendelen- 
burg position, and the intestines are pusl^ed well upwards out of the 
field of operation, being protected there by two or three large pieces of 
gauze wrung out of hot saline solution. The uterus is then caught 
with a large ring forceps (v. Fig. 258), and drawn upwards and out of 
th^ abdomen, the field of operation being better exposed by means of 
* tetractors. The uterus is then drawn to the right, and the operator 
passes his finger beneath the vessels in the left infundibulo-pelvic liga- 
ment, so as to isolate them from the underlying structures (v. Fig. 258). 
These vessels are tied on the proximal side and clamped on the uterine 
side, and the ligament is divided. The round ligament is then similarly 
treated, being tied as far out as possible. Then with the scissors the 
anterior and posterior peritoneal leaves of the broad ligament are cut 
across, keeping, as Ic^w as possible, and continuing the in^sion right 
up to the uterine vessels. In dividing the posterior leaf, care must 
be taken not to cut below the actual broad ligament, «.s the fticision 
woul^J then be dangerously near the ureter. • 

In this mannei;, the entire broad ligamenUis separated from its base, 
and^a trianguiar area of connective tissue is exposed. 

If the posterior j^ritoneal edge of this area is now caugfit in a 
light clamp forceps and drawn upwards, so as to expose the 
underlying surface, the ureter can almost at once be seen (v. Fig. 259). 
Ft is buried in the fat and connective tissue, and is adherent to 
the posterior leaf of peritoneum^^' *A little bjunt dissection with the 
end of a clamp exposes the whote length of ureter as it crosses the base 
of the broaJ ligament up to the point at which it passes beneath the 
uterine vessels. The finger is then pftshed along the ureter from 
behinfl fof wards in the direction of the bladder, and keeping immediately 
above ft t^. Fig. 2j60). In this manner the finger is passed ttfetween 
the uterine ^essSls and the ureter, and thcf former can be directly 
lifted ofiE the lajfer. ,The vessels ar^ then* Weed outwards *in the 
direction of the interdhl ihac artery, and are t^ as near this artery 
as possible. They are also clamped on the uterftie $ide and then qjt« 
across. 
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All the foregoing steps are then repeated on the right side, the 
body of the uterus being drawn over to the left, and, as soon as the , 
uterine artery on that side has been tied and divided, the peritoneum 
over the top of the bladder is cut from side r to ^ide. It is, 
readily separated from the bladder by passing the finger beneath it, 
so that the muscle of the fundus of the bladder cannot be injured.' 
The bladder is then pushed, down ofi the front of the uterus and off 
the upper part of the vagina. When there is extensive involvem^ent 
of the anterior vaginal walls by the malignant disease, there wi^l J)e 
considerable difficulty in carrying out this step, because the bladd^ 
wall may be so permeated by the cancer^^ that it/wilh tear during 
separation. In such cases, where the bladder tears, or where a piece%f 
it is involved in a cancerous extension, the involved piece must be cut 



for closing the vagina. 
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out, and tSie opening in the bladder closed by two layers of contiguous 
catgut suture. • ^ 

As soon as the separation of theT:>ladder is complete, ®the ureter on 
each si&e must be traced along the side of the vagina as it passes into 
the bladder, and must be separated from the lateral vaginal wall 
{v. Fig. 261). Here again difficulty often arises, as outgrowths of 
cancer frequently spread laterally, so as to involve iihe ureters, which 
may even be found passingf directlyc through a cancerous mass. Such 
cases are very unsatisfactory. < 

As soon as the ureters have been isolated right up to the bladder, 
any portions of the latter which still adhere to the upper part (A the 
vaginal walls must T)e separated and pushed down, and whfen this is 
done, the next step consists in dividing the remaining hgAm^iSnts of 
the uterus and of the upper part of the vagina (v. Fig., 262). These 
ligamehts are two inmufafber aiPeach side : — thquterd-^^acral ligaments 
and the suspensory figments of the vagina. B16od-vessels run in each 
toFthem^ &nd cofiseqiiently ^they must be tied or clamped prior to 
division. They^ should c||i,mped as far out as possible. As soon 
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as they have been cut, the uterus and vagina can be drawn to a 
^eater height in the. pelvis, and the upper part of the vagina will 



* Fig. 264. — Wertheim’s hysterectomy for cancer. The uterusb is Gra^ 
up ancj the special right-angled clamps are applied to the vagina, which 
is then dj^ded tjlow the clamps. • • ** ® ® 

become more accessible. When dividing the \itero-sacr^ ligamehts, 
the peritoneuin and the floor of Dougla^' poucft lytng between them 
must also be hut across. 
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The final step in separation consists in pushing the rectum downwards 
and backwards off the posterior vaginal walls tc the necessary extent,^ 
and in separating the lateral connective tissue from the vagina, 

When the separation of the vagina has been continued downwards^ 
to the necessary extent, one large or two small right-angled clamps 
(v. Fig. 263) are applied to it just below thcrfurthest point to which the 



Fig. 265. — Wertheim’s hysterectomy for cancer. The appearance 0 ^‘the pelvic^ 
floor after the uterus and upper part of the vagina have been removed. 

^ c 

cancerous growth extends, taking care that the clamp at its point of 
application is clearly and definitely below the growth («?. PJ^/264). 
Each side of ^he vaginal wall is then caught with an American forceps 
about h&]f an' inch below the clamps, and tjie vaginal Tf^ll is cut across 
from side to ‘side. Tbi^ done, the uterus and the'^clamps are removed, 
l^e^damp6*thus serving to prevent any discharge from the area round 
the* cefvix escaping into t^ jerit^neal cavity during ‘removal. ' As 
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soon as the uterus is removed, the forceps holding the vagina is 
.drawn up, and a gauae wipe is pushed down into the vagina, so as to 
carjy down bSfore it any discharge lying in the vagina, and prevent 
^ts subsequent espape through the upper opening. This wipe must be 
removed from below at a later stage. 

The next step consists iiftying any bleeding vessels. As a rule, one 
will be found at each side of the vagina, ^nd it can be controlled, and 
at the same time the size of the vaginal opening reduced, by a stitch 
passed 'through the lateral vaginal walls from side to side. Other 
bleediiig vessels ^ay be found in the connective tissue round the 
vagina, anci in the anterior and the posterior vaginal walls. The end 
of a strip of gauze is then pushed dowai into the vagina, and the 
remainder of the roll is packed loosely over the connective tissue at the 
bottom of the pelvis. It there is no oozing from the connective tissue, 
the amount of gauze need not be great, but, if there is considerable 
OCRing that cannot be checked in other ways, a sufficient amount of 
gauze to cause firm pressure on the connective tissue should be used. 

The abdominal incision is then closed in the usual manner, except 
that it is well to pass from side to side some silkworm-gut sutures 
through the skin and rectal fascia, so as to supplement the catgut 
sutures in the fascia in case healing should be delayed. 

Complications , — The principal complications, which may ** occur 
during the performance of abdominal hysterectomy, are the wounding 
of the bladder or the ureter, or the hgation of the lattei^ while the 
uterine artery is being tied. Wounds of the bladder can generally 
be easily closed. An ureter which has been divided mutt be re-flnited, 
implantec^ in the bladder, or brought out through the Abdominal 
or vaginal wall, .as is found most suitablti An ureter which has 
slorighed aftef operation cannot be* repaired and, the only alternatives 
to. leaving the patient with an ureteral fistula is to extirpate the 
kidney of the same side or implant the ureter in the rectum. The 
rectal wall also may be damaged while opening into the vagina 
from the floor of fDouglas' pouch, arid the intestines may be injured 
during the separation of adhesions.' In siicl^ cases, the tear must be 
immediately sutured. • 

VAGINAL HYSTERECTOMY. 

VagiRat hysterectomy is the term applied to the reijioval'of the 
uterua through the vagina. It is a^ays totftl. 

Imtruments.-^}xei fallowing instruifients ‘aje fequired in addition 
to those given under ^he head of Vaginal Ccenotomy d?our small 
and four largie^ volsella (v. Figs. 9 anjl 277)' Ifwo long ^riqg* 
clamps (Doyeifs) (v. Fig. 266); teih c]%nq^s of Fdan^s and Segond’s 
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patterns with long, medium, and short serrated blades (v. Figs. 231^ 
267, 268). 

Operation , — Vaginal hysterectomy is carried out *as follows* : — 
Both lips of the cervix are firmly caught with aoslro^g volsellun^ 
forceps and drawn down, or, if the cervical tissue is friable, three stout 
silk hgatures are passed through the antefior and posterior hps so as 
to close the cervical canal, and at the same time afiord a means of 
applying traction to the uterus. The operator, holding the forceps 



Fig. — Doyen’s broad ligament forceps with spring blades. 



Fig. 267. — Segond’s clamp forceps, curved blades. 



Fig, 268. — SegondV cfaKig forceps, straight blades. 


or these sutures in one hand, incised the vaginal mucous membrane 
round the cervix at the level of the cervico- vaginal junotion * 
(t;. Fi^. 269). 

Then, as in vaginal coehotomy, the bladder is pushed up in front 
and the anterior pouch of peritoneum exposed and op8n8d, and 
similarly an opening is‘b[iade posteriorly into Douglas’.pouch (v. Fig. 
270). * It ^is most i^mpokant Ibhat the bladdep should be pushed up 
no*t only in front, but at the sides, as by so doing the ureters are also 
» pushed upwards® anfi carried away from the paracervical region. In 
this way, the risk of subsfqikent hijury to them is avoided. 
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The operator then passes a finger into Douglas’ pouch and hook^ 
Sown the utero-sacraj ligament on one side. A hgature is passec 
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oj)posite ligament is then similarly treated. The cervical attachments 
of Mackenrodt’s ligaments are then divided {v. Fig. 272). If they 
cont^fcin blood-vessels, these must be tied. The division of these two 



Fig. 275. — Vaginal hysterectomy, the fixation of the 
• • ends of the ligaments to the vaginal vaultf. 

sets, of* figaments ^materially facihtates the dra\^ing down of the 
cervix, and renders the remaining steps of the operation gasiei; 

The next step tonsisti in exposing the uterinei dStery at ^ch sid^ 
and in tying it {v. Fig. 273). Its exposure is ^Usually eagy aftej 
Mackenrodt’s liga,ment has been cut. Great care must be take® to* 
keepwell to the inner side of the ureter, and to avoid injuring the ^ 
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blood-vessel with the needle that carries the ligature. The vessels are 
then cut between the uterus and the ligature, and their distal ends 
are clamped. • ® 

The uterus can now be drawn further down, aijd if^ the finger is 
passed through the posterior opening in the peritoneum, the top of 
the broad ligament on the right side can be pulled down by hooking the 
finger over it {v. Fig. 274).. If it is necessary to remove the ovary and 
the tube as well, they can be drawn down in a similar manner after 
first separating any adhesions which may ^old them. The rfen>aining 
portion^of broad ligament on the right side is thej ti^d off, with one 
or two sutures as necessary, and divided * the ligatures , being passed 
to the inner or outer side of the ovary as is required. As soon 
as this is done, the uterus can be drawn down outside the vulva, 
if this has not been done already, and its remaining attachment, i,e. 
the upper half of the left broad hgament, tied and divided. If 
there is still any hasmorrhage, it is probably due to small vessels in 
the vaginal walls, or to the slipping of a ligature. As soon as it has 
been checked, the ligatures attached to the cut ends of the ligaments 
are separated, so as to correspond with the sides to whi^^h they 
belong, and the cut end of each broad ligament is in turn drawn down 
and fixed by a suture to the corresponding side of the vaginal opening 
{v. Fig. 275). If the ovaries have been removed, the ligatures on the 
ovarian vessels should be cut off short and not drawn down, as 
traction on them might cause them to slip.* Finally, the anterior 
and posterior flaps of peritoneum are brought together by means of 
a fe^ catgu# sutures, and the cut edges of the vagina are similarly 
treated.* If any pus-containing cavities are opened in the course of 
the operation, it is better not to close the peritoneum or vagina, but 
rath^ to plug the pelvic cavity* with iodoform gauae, the ends of 
which are brought down into the vagina {v. Fig. 225). 

In some cases it is easier and quicker to use clamps instead of 
ligatures to control the bleeding from the divided uterine attach- 
ments. 
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MAJOR OPERATIONS ON THE UTERUS (conliflUed). 

• • • 

Myomectomy and Enucleation. • Hysteropexy — Ventral Suspension ; Ventral 
FixatiofV; Vaginal Hysteropexy. The Interposition of the Uterus. 


MYOMECTOMY. 

By the term myomectomy (/xus, a muscle ; eKTOfn'j, a cutting 
out) is meant any operation for the removal of a myoma, either 
pedunculated or sessile, without at the same time removing the 
•uterus. Myomectomy can be performed in the case of submucous, 
intjBrstitial, or subserous myomata, and either by the vaginal or by 



• • 

the abdominal route, according to the nature of the case. Submucous 
myomata* can, as a rule, be removed through the vagina, without 
opening the peritoneal cavity, bulpthe removal of interstitial or sub- 
serous myomata requires a preliminary coeliotomy. We® must, 
therefore, describe two different operations : — 

(I.) Vaginal myomectomy, the removal of submucous myomata. 

(II.) Ventral myomectomy. 

Indications .— or other of th^se o^er^tions is indicated according 
to the nature of the tunaour wh^iever a myonfa is causing such marked 
syijjptoms to require removal, or where it is obviously increasing 
in swe, and where its removal is possible without the performance 
of hyfterectomy. 

Instmments . — For the removal of submufous myomata the 
following instruments are required : — A posterior speculum, a couple 
of American foi^ps, large-sized Hegaa?s dilators,^three efr foifr large 
volsella {v. Fig. 277)^ a pair of strong bluntipointed Scissors, -an 
uterine sound, and Schnitzels spoon forceps (v.«wFig. 278). • For I5ie^ 

removal ^of subserous or interstitip.! myomata by the vagiital or 

• • • 
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ventral route the instruments mentioned under the head of Vaginal 
or Ventral Coeliotomy are required, with theaiddition of a pair ol[ 
long double-curved scissors (v. Fig. 276). • • , 

• 6 r 

I. Vaginal Myomectomy. — The Removal of Submucous Myomata , — 
In the case of polypi which spring from th«^ cervix, or which have been 



Fig. 277. — Large volbclluin with strong teeth, for morceilation. 


expelled from the uterus, removal is easily accomplished by taking a 
firm grip of the tumour with an American forceps or large v^locllum 
and rotating it until the pedicle gives way {v. Fig. 279, b). If the 
pedicle is too stout to permit of this, it can be tied and divided with 
scissors, if it comes from the uterus ; if, on the other hand, it springs 



Fig. 278. — Srnyly’s modification of Schultze’s spoon forceps for removing 
submucous myomata. 

# ' 

from the cervix, its base gan be 'e;jrcised by a wedge-shaped incision, 
the edges of which are *then broughtVogether by sutures. 

If the tumour lies entirely inside the uterus, the CQi^vix must be 
dilated with sea-tangle tents and Hegar’s dilators as has* been 
described, until at‘ least one finger can be passed into the Aterine 
cavity\ Then, if tbe tumour is pedunculated, it can be reSn^^d by 
twisting, in ‘one piece it it is not too large to be brought through tlie 
cervicAl caifal, or, if|it i& Pf large size, after cutting it up into a number 
of«pieces. * , * « ^ , 

^ «If the iumourds sessile, but at least half of it is protruding into the 
uterihe cavity, it can be removed by means of Schultze’s tspoon 
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fprceps. To do this the cervix must be dilated as widely as possible, 
and then, und^ guidaTice of the finger, the forceps is introduced and 
a pod;ion of the lowest part of the tumour close to its insertion into 
the uterus is- seized and brought away, partly by the cutting action 
of the blades of the forceps^and partly by twisting it (v. Fig. 279, a). 



A B 

Pio. z79. — ^Removal of submucous myoma. A. Removal of sessile myoma' with 
Schaltze’s .spoon forcep.s. B. Removal of jJedunculated myoma by torsion. 
M. Myoma. V. Vagina. P. Pedicle. F. Large volsellumf 


• • 

Another piece is tfipn seized and similarly removed, and so on, keeping 

at first round the^base of the tumour mu^h a8y)ossibl% By this 
means a considerable p^fttion is removed, and thft capsule isi gradually 
cut through sufficiently to permit of the remainjer ,of thcttumouc 
being brought away in one piece. In the d&se of a large myoma,® thcf 
process of removal is a very tedious on%. And som^wtat resembles. 
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vaginal hysterectomy by morcellation. * The latter operation, howevei:;, 
is now, in our opinion, never indicated, whereas the mprcellation of a 
large submucous myoma may be indicated when one wishes to save 
the uterus. Tumours reaching up to the umbilicus can be removed 
in this manner. 



Fig. 280. — Ventral myomectomy. Incision of the pedicjLef of a , 
pe(]unculated myoma. 

( I 

When the whole of the tumour has been removed, th^ utgrus is 
plugged tightly with, ^iodoform gauze. A h3^odormic injection, of 
ergot^may ^Iso be give^i^to promote contraction of tjhe uterus. 

4 II, VgNTRAL, li^YOMECTOMY. — There are two classes of myoma 
whiidx can be satisfactorily dealt with in this manner. The first is 
,the pedunculated subperifcofieal myoma. In such a case, if the pedicle 
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is thin it can be directly tied and cut across ; while if it is thick it 
.can be cut out of the uterine wall by a wedge-shaped incision (v. 
Ei^ 280), an(f bleeding is stopped by the mattress sutures which bring 
.together the edges of the incision. This operation is extremely simple. 

Where, however, the tumour is attached by a broad base, or 
where it is actually buriedfin the wall of the uterus, the operation is 
somewhat more troublesome, although it ^till is not a very difficult one. 
The first step consists in drawing the uterus to the utmost extent 
out «f the pelvis. A long piece of gauze wrung out of warm saline 
solution is thfen passed round it, as low down as possible, the ends 
of the ganfe b*^ing twisted together so as to make a temporary 
tourniquet. In this way, the blood supply of the uterus is cut off, 



A B C# 

Fiq. 2S1. — Ventral myomectomy. A. The pedicle of the tumour shoVn in Fig. 
280, with division almost complete. B. Mattress sutures passed to cloio the 
gap left in the\iterino wall. C. Thg mattress futures tied. 

o 

and the removal o^the tumour rendered bloodless. An incision is 
next made over the most prominent part of the tumour ; its length 
depends upon the size of the latter, and it extends right through the 
capsule {v. Fig. i282). The tumouj is then caught with a bullet 
forceps or a*Muzeux forceps, and is dg-awn firmly outwards, its 
separation froih the capsule jSeing facilitated by blunt dissection, 
sometimes ^srith the finger, sometimes with the handle of the scalpel, 
or the end of a blunt-pointed scissors.* If firmer tissue is met with 
that will* not separate in this manner, it is probable that the capsule 
has bdt^been completely incised, and so this thicker piecefis cut 
across with a.scalpel, or with the scissors, in cwder to reacli a fresh line 
of cleavage. Ijf this jpaanner, helped ^3y fiM |i®ction oft thef^orceps 
holding the myoma, ftie tumour is quickly enuol«ated, without, at the 
same time, removing any of the capsule (v. Fig. 383)! As sdbn as thii^ 
has been done, and the capsule has re1gra(j|bed^ it can be trimmed to 
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whatever extent is considered wise, but, as a rule, it is better to leave 
too much than too little. The bed of the tumgur is then obliterated^ 
by rows of continuous catgut sutures, the edges of the capsule, are 
brought together by mattress sutures, and the peritoneal edges again 



Fia. 282. — ^Abdominal myomectomy in the case of a large my^ma. The 
capsule of the tumour has been incised, and the tumour itself^aught and 
^awn outwards. « < 


by a continuous sutjire (v. Fig. 284). In this way, turnouts «of all 
sizes and desbriptions may be safely removed, irrespe6tive of whether 
" they project «from tl^ sm*face «f the uterine wall or*are completely 
incQrporated in the icterus. < 

After 4 r 0 atment^—Ah&: the removal of submucous myomata by the 
vafeinrfi route, the plug which was inserted in the uterus ihay be temoved 
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on the evening of the second, or the morning of the third day. If there 
^is much discharge and the uterus is large, a hypodermic injection of 
erggt may be^iven daily for ^ week. After the uterus has returned 
^to its normal siz#, it is frequently advisable to curette the cavity, in 





*FrG. 283. — Abdominal myomectomy. The bed of the myoma after enuclea- 
tion of the latter. 

• • • 

orde/ fo^cure the endometritis which is usually assocjated Vith a 
myoma. The after-treatment of other casdb is similar to that of 
ventral or yagifial coe]iotomy accordiftg to*Q^ toute by whfch the 
operation was perforitfed. • * • 

C(mplications , — Two serious complications m&y dccur duriqg tjjiee 
remowil of a sessile submucous myoma extensiye opening may 
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be made into the peritoneal cavity through the base of the tumour ;• 
and, in the case of a myoma springing frdin the, fundus of an- 
inverted uterus, a portion of the uterus may be removed. In *fche 
former case, if the opening is not very large and thfire is no extreme^ 
hfiemorrhage, it will probably be sufficient to plug the uterus with 



Fig. 284.— Abdominal myomectomy. Closure by three layers of sutures of 
,, the bed, the capsule, and the peritoneum respectively? - ^ 

« c 

iodoform gauze in the ordinary manner. The patient must be car^Uy 
watched, because, if* intrsl-peritoneal haemorrhage occurs, iff {Mil be 
necessary to remove ^he Uterus, or at any rate to perfomi a ventral 
coeliotomy, in order^tp,* suture*’ ^the opening. ^ In t*hfe case of the 
fenfbval of part of aU inverted uterus, vaginal* hysterectomy is the 
prppei^ treatment*", udless tlm wound can be satisfactorily closed by 
suturing. 
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• , HYSTEROPEXY. 

Systeropex^ {vaTipa, the • womb ; Trrj^iSt a fastening) is the 
^term applied to ^he suture of the uterus to the abdominal or vaginal 
wall with the object of correcting a malposition. 

Indications . — Hysteropiftcy is indicated under the following con- 
ditions : — 




Fig. — Abdominal myomectomy. Incision of the capsule of a 

small myoma to allow of. onucleation. 


• ' • . . . 

• (l)^In backward displacements of the uterus which give rise to 

symptoms, and which cannot 'be pfermaneijtly cmed by 

the wearing of a pessary^ provided, that the age^or con- 

* dition of the patient does not contril-indicate operation. 

(2) In prolapse of the uterus as an adjuncf to other measured, in 

, ordiBr to keep the uterus in a horizontal position^ in 

pelvis, and so at right afigle^toithe pelvic axis. 
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(3) After operations on the appendages or the uterus, as a result , 
of which it is probable that a displacement will occur if the . 
uterus is left free. * • • 

Instruments , — Similar instruments are required a» for ventral or • ^ 
vaginal coeliotomy. 

Operations . — The uterus may be suturld to the abdominal or 
vaginal walls, and accordingly there are two classes of operation : — 



Fia. 280. — Kelly’s veAtral suspeasfoa. The position of tte uterus after 
fixation has been pejfoifaed. U'.^Tbe position prior to ‘operation. 
A. The method of inserting the sutures.*^ P. Peritoneum. U. Uterus.* 


(a) Ventral hysteropexy. 

(b) Vaginal hysteropexy. , , 

(a) Ventral Hysteropexy. — Y entral hysteropexy consists in sjit^jing 

the fundus of the uterhs to some portion of the abdorp,inal wall in thoi 
median Ijne. ,The term v^rjfral suspension is applied to the operation 
when the fungus is fixed *to the’ peritoneum of tk^ abdomin&l wall in 
such a manner that it gradually draws out a band of peritoneuiu, 
which constitutes a new ligament, as it were, and which enables the 
uterus to preserve its normal mobility almost unimpaired.. The tSrm 
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ventral fixation is applied to the operation when the fundus is fixed 
*to the rectus muscle, or to the fascia in such a manner that a per- 
manent and iifelaistic bond of union results. Ventral fixation may giv 
rise to trouble coring pregnancy and labour as a result of this non 
* yielding union, and therefore it is only permissible in women who 
are past the child-bearing period. In all other cases, ventral sus- 
pension is indicated. In both operations, the first step consists in 



• • 

Fia. 287. — Olsha^isen’s ventral suspension fif the uterus. P. Peritoneum. R. Round 
. ligaments. Tubes. O.^O^iaries. 


opening th6» abdomen in the middle line, immediately above the 
symphysis, and freeing the uterus, if ft is held by adhesions. The 
remaining steps differ according to the particular form of operation 
adopts.® • # ^ • 

The method, which we usually adopt, of* performing ventral sus- 
pension is ethatf Mevisgd by Kelly. Ifi thi^^eihod, the sutifres are 
so passed that the pdiritoneum alone of the abdctninal wall is brought 
info contact with the posterior wall of the uterus ]\ist below the fundhs« 
The steps of this operation are as foUow| 
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(1) The bladder is emptied with a catheter, and the abdomen 
is opened in the middle Une by an incision o^our or five inches in* 
length, ending three-quarters of an incb above ^e symphysis. 

(2) The patient is placed in the Trendelenburg position, and the 
uterus and the appendages are carefully examined. Any abnormal* ' 
conditions such as new growths, salpingitis, oophoritis, or pelvic 
adhesions, are treated as is considered best. The body of the uterus 
is then drawn up towards tW abdominal incision by means of either 
an American forceps or a special ring forcfips made for the puiposd 
(v. Fig. 210). If an American forceps is used, it shoijid be applied 



Fio. 288 . — Ventral fixation of the uterus. A. Suturef of the fundus of the 
uterus to the peritoneum, B. The fascia closed with mattress sutures, two 
fixation sutures (shown untied) in position. U. Uterus. P. Peritoneum. 
F. Fascia. 

t 

at the exact spot through^ wBich* ^e intend to pass the sutures, as 
then the punctures made by the poi^^ts are of no importance, since 
any tendency to bleed will be checked by the pressure of Jjhe suture^. 

(3) The edges of peritoneum are caught in a clip forceps at .both 
sides of the wound, and are drawn outwards. A small curved nfjedle, 
threaded with a sillj suture, is entered on the inner surface loi the 
peritoneum ^Sbout a cenl^ metre from the edge, and as near as possible 
to the fower^end of tjfie mcision* It traverses the peritoneum and the 
exlya-peritoneal fatty CiSsue, and again emergesron the inner surface, 
including about aicenfcimetre of peritoneum. It is then passed through 
th*e {]C»&terior surface of the utei^is in the middle Jiha, onli two 
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centimetres below an imaginary line drawn between the uterine 

* insertion of the tubes. It includes a piece of uterine tissue about a 

* centimetre inwijith and a qu8.rter to half a centimetre in depth. On 
emerging from the uterus, it finally traverses the peritoneum at the 

* opposite side of the incision, at a corresponding point to, but in the 
reverse manner to, that ii^ which it was entered (v. Fig. 286, A). This 
suture is drawn tight, taking care that a piece of intestine is not 
included between it and the uterus, and is tied. A second suture is 

•thqp introduced. It pSsses through the peritoneum in a similar 
manner to, a»d about a centimetre above, the first suture, and through 
^siihe posterior u^rine*wall a centimetre below it {v. Fig. 286). We 
are in theliabit bf including in the suture a little of each rectus muscle 
in addition to the peritoneum, as by so doing the peritoneum is kept 
in place and does not tend to fall away from the back of the muscle 
under the influence of the pull of the uterus. Care must, however, be 
taken that the muscle does not come into contact with the uterine wall. 

^(4) The omentum is drawn down, a careful examination is made 
to see that a loop of intestihe has not been caught in the loop of a 
suture or below the uterus, and the abdominal wound is closed in the 
usual manner. 

Ventral fixation can be carried out as follows : — 

The uterus is drawn partially out through the abdominal incision, 
and the edges of the peritoneum are sutured to the fundus in 
such a manner as leave uncovered the entire top of the utems 
(v. Fig. 288, A). Two fixation sutures are then passed, wlftch traverse 
the rectus fascia at each side and pass deeply into tl^e muscj^ of the 
fundus. The fascia is then brought together in the usual manner 
{v. i'ig. 288, B)^the fixation sutures are ti^d, and the remainder of the 
incision closed. By this means » large area of the uterus is brought 
into close contact \vith the recti muscles and the fascia. • 

(b) Vaginal Hysteropexy. — Vaginal hysteropexy consists in suturing 
the uterus to the anterior vaginal wall, or in some cases to the bladder. 
Anterior colpotomy is first performed as has been already described, 
and then th^ uterus is freed f join ^dhgsions, and brought forward 
into the opening in the antejjlbr vaginal va"hlt. Three silkworm-gut 
sijtures ai% used to fasten it in this position. They are entered 
thrQugh the vaginal flap at one side, .then passed through the peri- 
ton€flim*at the same side, then through the middle of the anteiior 
surfa«e«of the uterus, and then through the peritoneum und* vaginal 
flap of the opposite side. The sutures slv)uld traveifee the uterus 
just suflBcieiitly above the level oi the^ute^Jne isthmus to keep 
the fundus forward»*(i;. Fig. 289), and their^ejcact position depends 
u’pon the size and length of the uterus.. The teavier andtthe longer 
the ^utdhis, i;he higher the suti^es must be passed throil^h the 
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anterior uterine wall. It is a mistake to pass them higher in the 
body than is necessary, as, the higher they are situated, the* more ^ 
the normal degree of mobility of the uterus is interfered with. The 
sutures are passed about a centimetre apart, and should not be 
tied until the vaginal wound has been united by a continuous catgut 
suture. 

After-treatment — The after-treatment of these cases is similar 





Fig. 289. — Vaginal hysteropexy. The fixation sutures in position. 

U. Uterus, a. Sutures, Ax The method of inserting the sutures. 

P. Peritoneum. < 

to that of ventral or vaginal coeliotomy as the car^ may be. 
During the first four or five days, the ^catheter should be passed 
every four hours, if'' the patient cannot empty the bladder"' of** her 
own accord, to preyent any undue pressure on the uterfis* by a 
distended bladder. In ^the abdominal operation, fhe sutures are 
buried, &nd al*e not re^npVelfl', whSe in the vaginal operation the fixation 
sutures are ttiken out; as a rule, in three weeks. ^ The patient should 
i^ot be allowed out of -^bed for at least fourteen days, and a longer time 
is advisable if the uterus is of Jarg^size. " ^ ^ 
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• . . THE INTERPOSITION OF THE UTERUS. 

*rhe term interposition of the uterus is applied to the operation 
in which the 8ody of the uterus is brought down between the 
anterior vaginal wall ajfd the bladder, in such a manner as to 
lie below the bladder (v. Fig. 291). In this position, it supports 



• Fig. 29(f.»— The interposition of the uterus. Suture of the vesical 
peritoneum to the posterior uterine wall in the region of the internal 
^ 08. B. Bladder. P. Peritoneum. O. Ovary. , 

the *afiterior vaginal wall just as if it was a* ball pessary in the 
vagina, and .so tends both to offer the maximum resigtancg to its 
own descent, ^nd alsio to support tte vaginal^walls. Jnterposition 
in^the case of an uterus of sufficient size, and assoSiated with shortenmg 
of elongated ufero-sacral ligaments, is one of \he*best meth<)ds.of 
keeping a prdlapsed uterus at a p^opei level in tha pelvis. There 

s (J. * ‘ * 
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is one serious objection to the operation, namely, that it cannot bo 
safely performed during the child-bearing period, unless, at the same 
time, measures, such as the division of the tubes,* are taken to 
prevent the occurrence of pregnancy. ^ » 

Indications . — Interposition is indicated m complete prolapse of the 
uterus, especially when associated with cystocele, and also in marked 
cystocele occurring apart from prolapse of the uterus. 



t C ' 


Fig. 291. — The inversion of the utei*<^|s. Sutures of the fundus of «the 
uterus to the vaginal flap. 

Instruments . — The instruments required are similar to thof^e used 
for vgginal coeliotomy. 

Operatmi. — The^ cervix is caught with a strong forceps, and is 
draT^ do^n as far a^l^jiossible, in order to put the anterior vt^inal 
wall on th^e stretchr ^The blaSder is then exposed, efther*by dissecting 
jip a flap, as showij in the illustrations (v. Figs. 236 — 239), or by n\pans 
* lof^ansii^le median incision, running from just above the urethra down 
^ to the vagina*! portion ai the cervix. The position of the bl&dder is 
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outlined, and it is gently pushed upwards ofiE the uterus, where 
jiecessary dividing ai^ dense attachments with the scissors. This 
upward detaclimSnt must be a% complete as possible, not only in the 
^ jniddle line, but atao laterally. The utero-vesical pouch is then opened 
by incising the peritoneum, and the body of the uterus is brought 
down through the opening, •bringing it out as far as possible so as to 
expose the entire posterior uterine wall (v.iFig. 290). The edge of the 
yesical^eritoneum, forming the anterior margin of the opening in the 
uterS-vesical pouch, is sutured to the posterior uterine wall in the 
region otthe'mtefnal os, thus mooring the bladder above the uterus. 
T^wo sutures *are dually required to fix the peritoneum into position, 
and they should be passed with a fine ntiedle, taking particular care 
to penetrate only the uterine muscle, and not to deviate too far 
laterally for fear of injuring the-uterine vessels. The fundus of the 
uterus is then moored by sutures to the vaginal mucous membrane as 
.near the urethral orifice as possible {v. Fig. 291). Lastly, the flap of 
vaginal mucous membrane is brought back again into position over the 
body of the uterus, in such a manner as to cover the latter completely 
(v. Fig. 241), or, if a single median incision was made in the first 
instance, it is closed in the ordinary way. 

After-treatment — The after-treatment of the case is that of vaginal 
coehotomy. The sutures may be removed about the tenth day. 



CHAPTER ly. 

OPERATIONS ON THE TUBBS AND OVARIES AND UTERINE LIGAM^INTS. 

Salpingectomy — Oophorectomy — Salpingo-oophorectomy. Salpingostomy, pvario- 
tomy. Resection of the Ovary and Jgnipuncture. Shortening of Utero-sacral 
Ligaments — Shortening of Round Ligaments — Suspension by^Rouh^ ^ ligaments. 

* ( 

salpingectomy; oophoeectomy, salpingo- 
oophorectomy. 

Salpingectomy (o-aATrtyf, a trumpet ; eA-rop?;, a cutting out) is 
the term applied to the removal of the tubes. Oophorectomy (coo/*, 
an egg ; </)o/jea), I bear ; €<to/x/;, a cutting out) is the term applied 



Fig. 292.~The broad and round ligament on the right sidev f 


to the removal of the ovary for any condition ^ other than a ,new 
growth. Salpingo-oophorectomy includes the removal of both ovary 
and tube.i> ^ ' * 

/ Indic(itions,—Tl^e following conditions of the Fallopian tubes are 
•indteations for salpingectomy alone, if the ovary is sufficiently healthy 
to be left : — * ^ 
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(1) Cystic conditions, pyo-, and haemato-salpinx. 

(2*) Inflammatory^ changes, which are too extensive to be cured 
• ^ - by palliative treatment or plastic operations. 

(3) New growths, which are non-malignant. 

* * (4) Tubal pregnancy. 

Oophorectomy is indicaifced in the following conditions, when 
they cannot be relieved by non-operative measures or permanently 
cured by puncture or resection of the ovary : — 



*Fig. 2‘J3. — The utcrus^nd broad ligaments as seen from behind. The uterine 
arteries are exaggerated in order to show their position. 


(1) Ovarian infection, either with^or without abscess formation. 

(2) Cirrhoeis of the ovary, associated svith severe pain. This is 
• an exceptionally rar^f indication. 

S^ilpingo-cftiphorecton^^ is indicated when botii the tube and the 
ovary, also is diseased. • 

Insfturfi^nts . — The instruments required are the same as those 
mentfOrfeA under the head of ventral or vagifial cgeliotomjr, acdbrding 
to the route followed. • 

The first point to determine* liie routfe by •which 
the diseased tube is to^*be removed. The technique of vefltral coelio- 
toiiy has •been so greatly improved, and in consequ^ce th^ risks ^ * 
eonsideraBly diminished, that we piefer_the abdominal route m all 
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cases of operations on the adnexa, except in the occasional cases in 
which it is necessary to operate in the presence, of an acute inf^tion.^ 
In such cases, we should always operate by the vaginai route. 

As soon as the abdomen has been opened, the patient is placed in 
the Trendelenburg position, and the pelvic organs are carefully 
examined, in order to ascertain the condition of the appendages and 
of the uterus, and the extent^of the adhesions which are usually present. 
The nature of the adhesions in tubo-ovarian infection varies greatly 



Fig. 294. — Silpingectomy. Clamping and division of the broad jigament. U. Uteras. 
O.L. Ovarian ligament. O. Ovaryf B.L. Broad ligament. P.L. InfundiWo- 
pelvio ligament. T. Tu|ie. * • * 

t 

according to the extent of the infection, and its age. Jn some c^ses 
they are friable, and are readily broken down with the finger. In 
other cases they arC so dense as to require division with the 6:cis&ors or 
the scvilpel. They ^havei usually formed between the tube^ the 
intestines, and between^the tube and the peritoneum of the pouch* of 
Douglfts, ot’the re(^un3L,*-and of the back of the uterus.^ Intestinal 
adhesions must be separated before trying to *free the tubes in order 
^tkat the«^intestiLies#may be pushed completely out of the field of 
oj^raliion. If the intestinal wall is injured it must be^ ca,pefully 


SALPINGECTOMY, OOPHORECTOMY, ETC. 


391 


repaired. After this step, the nature of the adhesions between the 
appendages and the pelvic peritoneum is ascertained. If they are 
•slight or absent, the remaining steps of the operation are as follows : — 
Th6 uterus is first caught with a bullet forceps or the special ring 
•forceps, and draWn out into the wound, so bringing the appendages 
nearer to one. This is easily performed if there are no adhesions, 
but if there are adhesions, these must be first separated. This can 
be accomphshed by wiping them off by means of a gauze sponge, by 
breaking them down witii the fingers, or, if they are very firm, by 
dividing thernf with a scalpel or scissors. Any vessels in the adhesions 
t^at bieed musi;,tbe tied.* 

•The tubfe being **now free, the next step consists in clamping the 



Pio. 295. — Salpingectofty. The interstitial portion of the tube is in process of 
excision, and the clamps on the broad ligament are being replaced by sutures. 


broad ligament with a long and slender clamp, applied as shown in 
Fig. 294, ai^d dividing it above d;fie* clamp. This leaves the tube 
attached by its uterine insertion alone. The next step consists in 
cutting acsoss the tube about half an inch from the uterus, and as in 
doiqg this septic matler, if present, ^11 escape, great care must be 
taken to avoid the dissemination of infection. «*With this object the 
tub4^nd uterus are carefully isolated frofli the abdominal cavity by 
packing round •them with sponges, and the tube is grasped with a 
clamp forceps just outside the spot at* which it is propostd to divide it. 
It is then quickly ojft across and removed. * ^he uterii^ end is next 
disinfected either by wiping its lumen out wijh % probe^^ carryir^g a 
little pure cajbohc acid, or with tljp fine^oint of a Paquelin’s eauterj^. 
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If there is any bleeding from the cut end, it can usually be checked by 
applying a chp forceps to the side of the uterus just below the stump" 
of the tube. . , f 

If the uterine end of the tube is thickened or contains pus, iti^ 
interstitial portion also should be extirpated. This is easily done bv‘ 
cutting it out of the uterine wall with a sharp-pointed knife (v. Fig. 
295). The edges of the cavity left are then brought together with 
catgut sutures (v. Fig. 296, A). 



Fig. 296. — Salpingectomy. A. The operation finished, after complete excision of the 
tube. B. The method of tying the vessels when the stump is left. U. Uterus 
T. Tube. i 

f c * 

The next step consist!^ in tying any bleeding vessels, and‘, as a 
preliminary to this, the long clamp is removed, and the veesels whiph 
bleed are caught separately with smaller forceps. These vessels^ are 
then tied with catgut sutures, so passed as to include the vessel® and 
a small portion of the bro^id hgament (v. Fig. 296). As soaa^s alt 
the vessels ha^e been iied, the top of the ligament is stitched over with 
fine catgfat to «hring tly;) edges of the peritoneum together. " 

Oophorectoimy is perfbfmed as follows : — The Wary to be removed 
is gaught Y^'ith the oyary forceps, while light clamps are applied to 
tfie* ovarian and the infundibulo-pelvic ligaments (t;.*Fig. 297^ so 


SALPINGECTOMY, OOPHORECTOMY, ETC. 


393 


as to control the blood supply. The ovarian ligament is next 
divided outside the ^ clamp, and the ovary is removed from the 
*back of the br#a(J ligament. The ovarian ligament and any bleeding 
Vessels in the broad ligament are tied separately, and, if a gap has 
•been left in the^broad ligament, the divided edges of peritoneum 
• are sutured together by m%ans of continuous catgut suture. 

Salpingo-oophorectomy is performed in a very similar manlier 
to salpingectomy, except that when the adhesions are not tocf 
den^, ’instead of applyiif^ a single clamp between the tube and the 
ovary, a clamp is applied to the infundibulo-pelvic ligament outside 
the ovarv, a^id a''seco^d*and smaller clamp to the ovarian ligament 



297.— •Oophorej.tomy. The ovarian ligament ^nd infundibulo-pslvic ligament 
have been clamped, and the ovary drawn upwards to facilitate its removal. 

• U. Uterus. * D. Forceps on uterus. C. Clamp on O.L., ovarian ligament.^ T. Tube. 
0. Ovary. B. Ovarian forceps. A. Clamp on infundibulo-pelvic ligament. 

(?’. Fig. 297). The broad ligament is then divided, beginning at the 
outer end, and working up to the uterine insertion of the tube, which 
is in turn clagiped and divided ai| has lieen described. The clamps 
are then replaced by ligatures.^* Lastly, the peritoneum is, if possible, 
brought together over the cut edges of the ligament. 

When the vaginal route is adopted, the foregoing operations may 
be pefformed through either the anterior or the posterior fornix. The 
formrfivis^the more suitable in most cases, if the infundibul^pelvic 
ligament is short, it is difficult to reach it through bhe posterior 
fornix. O^hoyectomy and salpingo-ciiphorcetoijfy are compatatively 
easy in the absence -^f adhesions, but, if t6^ jitter are dense, Jbhe 
operation .will be most difficult, and, if there are^intestinal adhesions,^ 
it m^^ Ire impossible on account pf the difficulty of reaching the 
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intestine. Moreover, violent jnanipulations with the object of 
separating adhesions may lead to rupture of the intestinal wall. . 

After-treat'inent , — The after-treatment is in the main similar to' 
that of ventral or vaginal coeliotomy, as the case may be. Tt is 
very important to place the patient in Fowler’s' position at thef' 
earliest possible moment after the operatjpn, injorder that all fluid 



* Fig. 298. — Salpingo-oopljor^otoniy. Separation from without inwards. The 
method to adopt wfip n possible. 

€■ 

« e 

in the peritoneal cavity mair drain into the pelvis, and also, that 
drainage through the gauze into the vagina, when such “drainage 
is adopted, may be facili^ted. The removal of the gauzer isp begun 
on the morning of the « second day, and may be completed witjtin 
the neiL*t twfcnty-f oiy tcf’ forty-tight hours. If, howewr, the patient’s 
teipperaturd or puj-se rises, it may be advirable to reijaove the 
gsrazie sooner. We have alreadjr noticed the necessity for bactelio- 
Id^matly examining the fluid iik the peritoneal cavity <Jr ijfi the 
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tubes in these cases of pelvic infection. The necessary material 
IS obtained at the beginning of the operation, when first the pouch 
*of Douglas is •opened up. Subsequently, if the examination shows 
the presence of organisms, and if a culture can be grown, vaccine 
^treatment shoul(f be adopted if the symptoms of the patient show 
that infection has occurred. 

. . SALPINGOSTOMY. 

Salpingostfmy {adkiTLy^, a trumpet; (rrofxa, a mouth) is the term 
^plie& to the ^eratioi? for making a new abdominal ostium to the 
tube, or to the flilatation of the natural opening which has become 
contracted or obliterated. Pozzi applies the term to the former opera- 
tion alone, that is, to those cases in which an entirely new opening is 



Fig. 299. — Salpingostomy. The distal end of the tube has been split, and its mucous 
and peritoneal coats are being brought together by suture. U. Uterus.^ T. Tube. 
0. Ovary. 


made ; tvhile to the latter and more common operation he applies the 
term salpingotomy (o-dATTiyf ; •ro/x?/, a cutting). The value of 
salpingostomy, if itjs successful, lies in the fact that it may Suable an 
ovum to reach the uterus, and pregnancy to occur. Some successful 
cases have been recorded, but it is probable that frequently the edges 
of the new ostijim adhere to one another, and again obliterate the 
opening. . e " ^ • 

oapIriotomy.* 

• • 

O,variotomy {ovarium, an egg-holdei» ; ro/utr/, a cutting) is the term 
appMed'to the removal of the ovary for a new gitewth as distinguished 
froj*i#ociphorectomy, by which is meant the removal of the »vary for 
af^y condition other than a new growth. , The term •ovariotomy is 
also loosely applied to the removal# of cystic Rumour® of the broad 
hgamenjb. •#* ** • • # 

• Indications . — Ovariotomy is indicated in the# ca»e of all maligi^ant 

and jafhllary tumours of the ovaiy or broad ligament, which* are*not 

• • • 
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too far advanced to prevent their entire removal, and in the case of 
benign tumours which cannot be removed by resection. , 

Instruments. instruments are the same as thpse required foi 
ventral or vaginal coeliotomy, as the case may be, with the addition ‘ 
of a cyst forceps {v. Fig. 300). ^ * 

Operation . — Small solid tumours and sm^ll or medium-sized cystic 
tumours of the ovary may be removed by the vaginal route, but we 
do not recommend it. Medium-sized or large solid tuqaours and large 
cystic tumours must be removed by the abdominal route. ‘ ^ 
Abdominal ovariotomy is performed as follows : — I 

A median incision is made of sufficient Itegttf* to * allow the, 
tumour to be removed entir^(?;. Fig. 301). The haiftl is passed into 
the abdomen, and the surface of the tumour is carefully examined 
all over to see if it is free from adhesions. If adhesions are felt, 


B 



Fio. 300. — Pcan’s cyst forceps. B. View of blade. 


they must he separated. If they are recent, they can usually easily 
be broken down, but if they are of long standing, they may* convert 
what would otherwise have been ftn easy operation into one of 
extreme ^difficulty. Recent adhesions can be geparated with the 
fingers, or can be wiped off with a sponge. Long string-like adhe- 
sions may be torn across or divided with the scissors, and, if 
vessels run in them, they must be tied on the peritqneal side of the* 
division. Firm fibrous adhesions ‘bf^tween the intestines or uterus 
and the tumour must be‘^divided with^ffie knife, the divisions* being 
always made in the case of intesti no-ovarian adhesions, at, the expense 
of the tumour, unless the latterds malignant, when it will be necessary 
to resect a part of thte intestine. If such adhesions contain ‘voxels, 
the bleeding may be checked by sewing over the cut surfafeec tnth* 
catgut, and tlie same mu,st be done if their separation involves tl^fi 
strippin^of the peri tqnestl •coat ©f the intestines. Adhesiops behind 
the tumour Will come^n\;o view as the tumour isedrawn out. . 

^It it is obvious at the beginning that the tumour is too large to bfe 
bro{ight*but through an incision^ no matter how long, then it is uSel^^s to 
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, make the incision longer than is sufficient to allow free access to the 
. tumour, thsffc is to say, it will probably extend up to or a little above 
'the umbilicus. • In such case* the cyst must be tapped in the following 
, , manner as soon^s the adhesions have been separated as far as possible : 
— An assistant presses gently upon the tumour with his hands laid 
flat on the abdominal wall at each side of the incision. By this means 



* Fio. 301. — Qvariotomy. A long incision has been made, and the cyst 

brought out through it without (f/aij-itation of its contents, a. Ovarian 
^ligament,- h. Infundibulo-pelvfc ligament ^ 

4he tumour is made, to bulge outward through the incision, and the 
abdominal wall is kept in close contact, with it, so preventing the escape 
of JiuiS into the peritoneal cavity. A small incision is then made with 

* a sc&l^el in the centre of that part of the (^st ^11 which bul^s through 

the wounds he pressure exerted by the 'Assistant drives the contents of 

the cyst throfigh thig opening in a steady Stjgam, whicB can be directed 

, into a basin (v. Fig*? 302). As the cyst collapset, the operator passes one 
blade of a clamp forceps or of a Pea/i’s cy«ft fctrceps i!ito^the*cyst, 
and, the other blade being outside,, takes a firm^ hold on the* wall. 
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By means of this forceps, supplemented if necessary by others, the 
collapsing cyst is drawn gradually out of the abdomen {v. Fig. 303). 
If the puncture of one of the cystic cavities does not afford sufficjeht 
reduction in its size, then the finger is passed through the opening in 
the cyst wall so as to examine for other cavities as yet unpunctured, 
and these in turn may be opened into the ‘briginal cavity by pushing 
the end of a slender clamp through their wall. 



Fig. 302. — Ovariotomy. The cyst is punctured, and the fluid expressed by Ihe 
pressure of the hands on the abdominal walls. C. Ovarian cyst. B. Basin 
for receiving fluid. (Th6 usual sterilised coverings on the abdomen are omitted 
in order to make the position of^^the *hands and of the incision more obvious. 
The incision also is shorter tlTan is wise.V * 

<1 •» 

The cyst has now been withdrawn from the abdomeoi, and ifeit 
is pedunculated, its pedicle is ‘caught in one or two clamp f creeps, 
and is cut across above the forceps, and the tumour removed 
(v. Fig. *304). In applying* the forceps care must be taken t6*iavoid 
including the round ligament, as it is usually quite" unnecessary to 
remove V)r injure the' J^Vter. The vessels in ,the pbflicle are then, 
caught separately int* smaller forceps, and tied^^Fig. 305). “ Lastly, 
tbcP peyitolieum iS bfought .together with a continuous suture of 
catgut dver thq cut edge^of<jthe*broad ligament {v. Fig. ‘^305^ a). 
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•If the cyst is intra-ligamentous and consequently has no pedicle, 

• it must be enucleaifed, and any bleeding vessels tied. With this 
.object, an incision is made* carefully through the investing peri- 

* .toneum at a point free from blood-vessels, and, with the finger passed 

between the peritoneum and the cyst wall, the latter is gradually 
enucleated. This procedi5*e is very easy in the case of small cysts lying 
fairly high in the broad ligament, but in the case of cysts that have 



Fig. 303. — Ovariotomy. The collapsed cyst has been drawn out of the peritoneal 
* cavity. Its pedicle is clamped, and is in process of division. U. Uterus. T. Cyst. 

T^. Accessory ^yst. C. Clamp on pecycle.* 

burrowed deeply towards therfoor of the pehns, the operation may be 
most difficult. In such cases it is necessary to take particular care to 
freer the ureter from the cyst wall, and \o locate the large pelvic blood- 
vessels. Also to avoid injuring the mesentery of the rectum or of any 
part*oif the intestines, as the cyst maj^have come, into intimate 
relation with it. Large bleeding vessels mhst Jbe tied or clamped' as 
they appear, ts^le i^aller vessels day be untied \intil*the cyst 
remotred. As sooli as this is done, any further vessels that bleed are 
tied, an& the .peritoneum is brought back intS place, add its edges 
sutured together so as to cover dver any exposed area. If there is 
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much space behind the peritoneal flap, it is usually well to place, a 
firm tampon of gauze in the pouch of Douglas, so ‘as to keep the 
peritoneum pressed into place, and to prevent" the collection of 
blood behind it. The end of the gauze is brough*^ into the vaginfi, 
When the tumour is malignant or papillary both ovaries should 



Fig. 304. — Ovariotomy. The tumour lias been removed, and, the blood 
vessels in the pedicle are controlled by two clamp forceps. 


be removed, acconipanied by a very free extirpation of the’ broad 
ligamfots, of the aortic? glands, and of the glands of thfe promon- 
tory, and, as a rule, f*f the uterus also. When 'the^ uterus is left, 
a ventral siispensior. ^h<^ald aiways be performed, otherwise there 
will almost’ certainly be a backward displacemeilit subsequently. 

^ * Ovaricfcomy performed by the vaginal route is a v^ry simple 
operation in the case of ^qu^te ssaall tumours, and can be performed 
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through either the anterior or the posterior fornix. The ovary is 
exposed and «aught iii a forceps and drawn down. Its pedicle is then 
tied, the tube being removed at the same time, if it cannot be separated 
from the ovary. ^ 



Fig. 304 — Ovariotomy. The long cl^mp has been rcfplaced by two shorter clamps 
oil the ovarian and uterine vessels, and these vessels are in process of being 
" tied. U.<Itcrus. O.V. Ovarian ligament. B.L. Broad ligament, a. Ligature on 
* ovarian artery, b. Liga'Bure on infundibulo-^lvic ligament. A. Stump of pedicle, 
showing arteries tied, and continuous catgut sutuie apidied to peritoneal edges. 

• • • • 

• Cofy^lications. — The most important complications, which may be 
with in the course of an ovariotomy, are,: — 

(1) Adhesions* — These are met w’ybh of» fill ilegrees#of strength. 
Usually they can be ^S-sily broken down or divK^d, but, K>n the ojjher 
h^d, they may be so dense and numerous as to»prewent the removaj 
of the cyBt wajl! * ^ 
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/ * 

(2) Fistulous openings between the cyst and any of the abdominal 
viscera. — If such openings are found, they mi;ist be carefully ‘closeci 
as soon as the cyst is separated, in order to prevent fouling of the 
peritoneal cavity. 

(3) Twisted pedicle. — The chief danger of this condition is in cases' 

in which tapping of the cyst is performedfi^ as, during this procedure, 
the cyst tends to untwist itself, and, as this untwisting occurs, the 
opening in its wall may be carried away from the opening in the 
abdominal wall, so permitting an escape ^of the contents iht<? tKe 
peritoneal cavity. It is essentially wise to remove inta^jt cysts whose 
pedicle is twisted, as in such cases changes ol a Septic nature may ha*ce 
started in the cyst contents© ' ^ 



Fig. 306. — Resection of ova^. O. Ovary. C. Cyst. a. Line of incision. A 
Suture of resultant gap in ovary. 


(4) Suppuration of the contents. — There is nothing to be said about 
this condition except to call attention to the extreme importance of 
preventing any of the contents^ finding their way ipto the peritoneal 
cavity. Here again it is essential tfia^; the cyst should be nemoved intact. 

After-treatment. — The* after-treatmtpt of ovariotomy is similar to 
that of ventral or vaginal coeliotomy. 

RESECTION OF THE OVAEY . 

By the term resection of the ovary is meant the excision of the 
diseas^ poi^nion of the Wary, <with the object of leavirig^the healthy 
portion. I^ipunctfire is the term applied 1;<ft the cauterisation of 
^small^cytfts of the ovary with the object of destroying the cyst Wall 
and leaving the healthy jportioncbof the ovary behind.^ ' ^ 
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, Resection is indicated when the pathological condition is limited to 
,a portion of tte ovary, and ignipuncture may be indicated when the 
ovary is invaded •more or less Uniformly with small cysts. 

SHORTENING OF |HE UTERO-SACRAL LIGAMENTS. 

Shortening of the utero-sacral ligaments, with the object of 
drawing the cervix upwards and maintaining it in that position,’ 
is ufually carried out by the vaginal route. 

Indications operation is indicated when there is marked 

lengthening t)f tlies^ ligaments, as in cases of prolapse. 

Instruments. — ihe instruments required for the intra-peritoneal 
operation are similar to those recpiired for ventral coeliotomy ; the 



Fia. 307. — ^Ignipuncture of microcystic ovary. ovary has been split, and the 

cysts punctured and their lining destroyed. (The ovary is shown enlarged for 
* purpose of cleaniess.) • • c 

instruments required for the ^tra-peritoneal operation arc similar to 
'those required for vaginal coehotomy. 

Operation . — This operation is carried out by the vaginal route. 
The 4irst step consists in drawing the cervix down with an American 
forca^, And then making a short transverse incision at the posterior 
cervico- vaginal junction. Each hgament is^then cauglft with a 6hp 
forceps just’atpve its attachment V> the^eer^x (v. Big. 398), and 
is cut away from its^®uterine insertion betwe^n^the foroeps and^the 
uferus. • .... 

The next sfep consists in draw^g the cervix backwards, ^nd»in 
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making a transverse incision at the anterior cervico-vaginal junction, 
just through the mucous membrane. The point of a dip forceps can 
now be pushed from before backwards along the sidS of the utpriis, 



Fia. 308. — Extra-peritolidal shortening of the utero-sacral ligaments. TMe ligaments 
haye been exposed, and are being caught in clip forceps. L. Liga^entf^ P^V. 
Posterior vaginal w«ll. ^ ® 

‘ c, 

I 

enterirfg it H3hrouglu.thfe*^end ef the anterior incision, apd bringing 
it put throilgh the posterior incision. The end of the corresponding 
^utero-sacS’al ligainerrt is caught in this forceps and drawn fol*ward. * A 
similar course is then adopte^d aUthe opposite side. The dpening in 
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• the posterior vaginal fornix and in the peritoneum of Douglas’ pouch 
may now be 'closed, taking care to tie any bleeding vessels. The 

• cer^wx is next pu§hed back into the vagina as high as it will go, and 



Fig. 3#9.— ^Extra-peritoneal shortening of tho utero-sacral ligaments. The ligaments 
hafre Ifeen detached posteriorly and brought round in frbnt of the cervix. A.V. 

^ Attterigr vaginal wall. L. Ligament. 

the utero-sacral Bgaments drawn out at the •antjerior opening as far 
as they wiU ccpne. They are then Sutur^ Jo* one an^other^ in the 
mi^ddle line immediacy below the cervix (v. Fi|fs. 309, *310). The 
last step consists in closing the incision in.the anterior vagiRaliomi% 
with ^few interrupted sutures. 
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After -treatrmnt . — ^The after-treatment is similar to that of ventral or 
vaginal coeliotomy, as the case may be. * / 

OPERATIONS ON THE ROUND LIGAMENTS. 

Shoktening of the Round Ligaments.— Shortening of the round 
ligaments at the external •inguinal ring is indicated in cases of 
retro-deviation of the uterus in which it is desired to effect a radical 
cure, and in which the appendages and the pelvic p^^itoneum^ are 
healthy, also certain cases of prolapse of thednterus. * 



Fig. 310. — Extra-peritoneal shortening^of the utero-sacral liganjents. The ligameilts 
sutured together in frorft of* the cervix. L. Ligament. 

^ # • 

Instruments , — The instruments reqiftred are : — A scalpel, a needle-, 

holder, medium whole-curved needles, two small retractors, twdve 
clip forceps, and c^^all toothed dissecting forceps. Epi^^tra- 
peritoij.eal shortening the instruments required are those gi^en .under 
the head of ventral or vaginal coeliotomy. ^ * 

Operfdions ^ — Begin by ^placing the uterus in a normal position j as 
otherwise tjiere will ba subsequently too great a** strain on the 
ligdments as they ^re drawn out. An incision from three to fqur 
Sfuchesr in length is t£en made through the skin and fat. ,It begins 
just above the *spine of the pubis, and runs upwards ‘^^nd ou^ards 
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j)arallel to Poupart’s ligaments. This incision extends through 
.the fat and the deep superficial fascia down to the aponeurosis of 
t*he»external oblique muscle. *11 it is made in its correct position, the 
^external abdomir^l ring will be found immediately under its lower and 
inner end. It will be recognised either by looking for the small boss 
of fat which bulges through it, or by laying the tip of the finger on 
the pubic spine, when the ring can be felt immediately above ^nd 



* • • 

Fig. 3y. The anatomical relations M the extemal«abdominal ring and Poupart’s 
ligament, a. Round ligament. 6. Genital brrnch of genito-crural nerve, 
c. Pou^^t’s ligament, d. Superficial epigastric artery, e. Superficial inguinal 
* glands. (Prom a diss*ection by Dr. Cecil Smyly.) 

• • 

slightly to the outer side. The edges of the ring may be then defined 
*by*a*liftle dissection. • , ^ * 

''•The roun^i ifgament must next be found, a proceeding which is 
, sometimes att&ided^with a little difficulty'* pwing to the nfanner in 
which the fibres of fee ligament are spread out%and mingled with the 
surrounding cellular tissue. It may b^ recogftisefl by Idbkipg fo^a 
small nWve which also emerges through the ring — ^the genital branch 
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of the genito-crural nerve — directly under which it lies {v. Fig. 311),, 
but the simplest method of finding it is to catch^the small boss of fat , 
already mentioned, and to draw it ouf wards, upwaids, and slightly 
inwards. The fibres of the ligaments will then usua^Jly be seen on its 
under-surface, and may be recognised by the small blood-vessel running 
with them. If they are then caught and d!awn gently down, a very 
little but careful dissection will enable a^ more tangible portion of the 
ligament to be reached. If the ligament cannot be found in this way,^ 
it is better to open up the inguinal canal for a short distance, as •the 
ligament will then be readily found lying iiyt (i’. IJig. t313).^ .There 



Fig. 312. — Extra-peritoneal shortening of the round ligai^enfcs. The ligament is 
exposed at the external abdominal ring, and drawn outwards with clip forceps. 
E.O. External oblique muscle. I.O. Internal oblique muscle. R.L. Round 
ligament. 

« 

is no objection to such a co^irse, anti indeed some operahors open the 
whole length of the canal as a routine f^casure. 

The ligament is then caught in a small clamp forceps, ^^nd draviu 
gently ,down. At first it appears covered by fascia, which must be 
cleared off it. A frestf grip is then taken of it with a second* clamp, 
applied h,bove the firs|;, th6 fascia again cleared off, and this*p»D6ess‘ 
continued until the pearly-white ligament appears. There is usually 
a little hiffici£ty in dra\^ifig the ligaments down until thqi fascia is 
cleai^ off, bht once this is done, it pulls easily but in some cases tQ 
tlj^ extent ^f sevel'al fnches. ^ 

The next step consists in the §xing of the ligament in its «iew position. 
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Jhis can be done by mattress sutures of catgut, so passed as to include 
.both sides of the ring, or of the canal if the latter has been opened, 
and. the ligambnt (v. Fig. 3>4, a). As many such sutures as are 



Pig. 313. — PJxira-peritoiieal shortening of the round ligaments. The inguinal canal 
has been opened and the ligament thus exposed. E.O. External oblique muscle. 
1.0. Internal oblique muscle. 


required are introduced, care being taken that the assistant keeps 
the ligament drawn tightly downwards all the time, ift ordef that it 



• • 

Fig- ^4- — Extra-peritoneal shortening of the round ligaments. A. Method of closing 
• iSit ii^uinal canal and fastening the ligament in its new position. B. Tlfb sutures 
tied. • * • 

may be trg,nsfcBed by the sutures ai a snfftcieiitly high poiftt. As 
soon as all the sutilres are inserted and tied^(v. Fig •314, b), the 
pfojecting piece of ligament is cut o£E. A continuous catgut suture 
may Jje ‘usedi instead of mattrei^ sutures, and is more quickly 
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inserted and probably just as efficacious. A corresponding skin, 
incision is then made at the opposite side, and the hgament is found , 
and similarly treated. ^ ' o 

The last step consists in closing the two incisioij^ by means of a 
subcutaneous continuous suture of silkworm gut bringing together the 
fat and the deep superficial fascia, and a sifbcuticular suture bringing 
together the skin edges. ^ ^ 



Fig. 315 . — The modified f4ittiam suspeAsion operation. The lobp of round 
ligament is drawn out through the^^^e^y rectus muscle. 


Aft^r-treatment , — ^After extra-peritoneal shortening the patient is 
kept in bed for from'ten to fourteen days, while the stitches in the 
abdominal wound ar^. remfoved at the end of eight days. 

Suspension of the «Uterus by the Round Ligaments. — Sus- 
pension' of thfe uterusc.by‘ the round hgaments can be*, carried out by 
the^abdominal route/ • . • r. 

^ ^Jndifatidns , — The indications are similar to those for shortening tlie 
round ligaments. 



•SUSPENSION BY THE BOUND LIGAMENTS. 


411 


• Instruments . — The instruments xequired are the same as those 
•required for Central Cteliotomy. 

, G'peration.—^Yi.Q peritoneal 'cavity is opened by the usual median 
^vertical incision, and the uterus exposed. A forceps is pushed through 
the rectus muscle and peritoneum as near the lower angle of the 


symphy^f^ 



Fig. 316. — Tho modified Gilliam suspension operation. The loops of round 
ligaments sutured togethej over the recti muscles. 

• • • 

wound as possible. The rouij^ ligament is flien picked up as it crosses 
tj;ie face the broad ligament, keeping as close as one can to the 
uterus, provided that there is sufficient ligament to come evenly up 
intd pfece without undue tensiqn, and a loop if pulled out through the 
•hole#irf the muscle and is sutured firmly to the overlyiifg rectal 
fascia. The ligament on the opposite i^de is thed treated in a 
similar niannei. Lastly, the abdominal w^n(J is closnd in^he usual 
* manner, •/ * ^ ^ 

• After-treatment — ^The after-treatment is similar ta that of ventral or 
vagipaPcoelintbmy, as the case m^ be^ * 
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^BDOiiEit, pendulcjis, 2^3 • 

* treatment qf,<204^ 

Abdominal examination of patient, o 

— incision, closure of, in ventral 

cocliotomy, 315 

— ■ operations, after-treatment, 320 

— . diet, 321 

^ dressing of wound, 323 

intestinal tract, 322 

* rest, 320 

saline injections, 321 

the bladder, 322 

— • — post-operative complications, 323 
> — ■ retractor. Doyen’s, 307 
— ■ — ■ Quonu’s, 308 

Abdomino -vagino - rectal examination, 
advantages of, 11 
Abscess, ovarian, 225 

— pelvic, 258 * 

evacuation of, 261 

Adeno-carcinoma of uterus, 187 
Adenoma of bladder, 31 

— ^f V^allopian tube, 220 

— of vulva, 49 • 

^deno-myomsf of uterus, 1 85 
Adhesions, pelvic, division of, 300 

— • — -in salpingo-oopfioritis, 222 

— peritoneal, cocliotomy for, 326 
Adrenalin in treatment of errors of 

* internal secretioji, 232 
After-treatmei:\^ of abdominal sectioij^, 

320, , 

Age in diagnosis, 3 • 

iycohol, danger of, in •treatment of 
dysmenorrhoea, 26 
Amefior»hoea, 20 
^ — ^^fictuj,!, 20 
— • apparent, 20 

— in diagnosis, S 

— reflex, 21 • • 

— sympaflietic, 21 , • 

— treatment of, 22 * 

Anaemia causing dysmenorrhoea, 25 
Ange^omft of v\jlva, 49 < 


Angeiomatous degeneration of myoma 
175 

Ant^position of uterus, 83, 117 
Anterior coljiorrhaphy, 282 
Ant(;-version and flexion of uterus, 
114 

Aspiration of C3^sts, 252 
Atresia, genital, 292 
treatment of, 295 


Bacillus coli communis in cystitis, 
28 

Bacteriology of cystitis, 28 

— of endometritis, 138 

— of metritis, 127, 128 

— - of jielvic peritonitis, 254 

— of sali>ingo-oophoritis, 210 

— of uterine inf(‘C*tion^l28, J30 

— of vaginal secretions, 57 

Ball’s operation feu vulvce, 

46 • 

Bandl’s hollow sound, 143 
Bartl^lin’s gland, cyst of, 50 

removal of, 50 ^ 

Baths in x>ruritus, 46 
Bimanual examination of patient, 7, 8 
Bladd-'j , catheterisation of, causing cys- 
titis, 30 

^ — diseases of, 28 
“ d^placements of, 32 

— inflgffnmation of, 28 

— inversion of, 33 

— irrigation of, 29 
malignant disease of, 3 1 

— rclatiortthip of, to uterus, 88 

— separation of, in hysterec^my, 352. 

%58 • ^ 

— treatment of, after oiierations, 322 

• — tuii^cfurs^f, 31 • • 

(fia^nosis of, 31# 

sympkims of, 31 . 

— — treatAent*of, 32 ^ ^ 

— visual examination of, 33 
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Bloodvessels of uterus and appendages, 
338, 340 

— operative treatment in hysterec- 
tomy, 361 

Bozemann*s catheter, 30 
Braun’s syringe, 143 
Breast, carcinoma of, 242 
Broad ligament, 84 

clamping of, 390 

* hsematoma of, 301 * 

tumours of, 258 

Calcareous degeneration of myoma, 174 
Calomel in vomiting after operations, 322 
Canal of Nuck, hydrocele of, 53 ^ 

Cannabis Indica in myomata, 182 
Carcinoma of bladder, 31 

— of breast, 242 

— of cervix, 191 

— of Fallopian tube, 230 

— of ovary, 242 

— of urethra, 38 

— of uterus, 187 

— of vagina, 62 

— of vulva, 49 

— peritoneal, 200 

Caruncle, urethral or vascular, 37 
Catarrh of vagina, 56 
Catheter, Bozemann’s return, 30 
Catheterisation, cystitis caused by, 30 
Catheters, steylisation of, 36 

apparatus for, 35 

Caustics cervical erosion, 152 

— in chron^ metritis, 143 
Cauterisation of irremovable malignant 

disease, 208 % 

Cellular elements in chorion-epithelioma, 
203 f 

Cellulitis, pelvic, 256 

Cervix, adeno-carcinoma of, 193, 194 

— amputation of, 157 
supra- vaginal, 158, 159 

vaginal, 161 , ' 

< — ■ atresia of, 292 ^ * 

— carcinoma of, 191 

— congenital atresia of, 70 
hypertrophy of, 70 

— dilatation of, gradual,^ 70, 73 
methods of, 14 

fapid, 71 

— divisioii of, '73 
bilateral, 74 

T posterior, 75 * < * 

: — ectropion df, 160, I5f- 
elongated, 68, 69 , 

ero^on of, 147, 148, 149 ' 


Cervix, erosion of, follicular, 149 

in endocervicitis, 147 

papillary, 149 * 

— • follicular hypertrcfphy of, 149 ^ 

— inflammation of, 145 

— lacerations of, ^65 r 

repair of, 164 

— lateral ligaments of, 84 

— methods of dealing with, in 
^ abdominal hysterectomy, 345 

— mucors polypus of, 150 • ♦ 

— m3’^xo-sarcoma of, 197 * 

— papillary’ erosiop of/ 149 

— polypi of,"' glandular, <150 * 

mucous, 14€^ 

— stenosis of, 68 
treatment of, 68 

— suture of, 164 

Chlorosis causing dysmonorrhoea, 25 
Chorion -epithelioma, 201 

— aetiology of, 201 

— cellular elements in, 203 

— diagnosis of. 206 

— pathological anatomy of. 202 

— s^^mptoms of, 204 

Circulatory system, defects of, causing 
menstrual disorders, 21, 23 
Cirrhosis of ovary, 222 
Clinical history of patient, 3 
Clotting in intra-peritoneal haemorrhage, 
298 • 

Cceliotomy, definition of, 308 

— vaginal, 324 
anterior, 329 

contrasted with ventral, 3^4 

indications fqr,,326 

instruments for, ^28 

posterior, 157 * 

— ventral, 30r 

after-treatment, 320 

closure of abdominal incision, 

315 

— — complication's after, 323 

' drainage in, 318' 

— indications for, 308 

— ■ — instruments used ir , 309 

peritoneal toilet, S 13 * 

Pfannenstiel’s incision, 311', 312 

vertical incision in, 310 

Coitus, painful, 61, 234 • i ‘ 

Collapse after abdominal bperations, 
323 

Colon bacillu^ in cystiVis, 28 , 

in peritonitis, 255 

uterine infection from?, 129 ‘ 

Colpo-perinaBorrhaphy, 269 , 
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Colpo-perinaeoBrhaphy, complete, 276 — 

• 2S2 

, — incomplete, ^70 — 21 Sp 
CJolj^orrhaphy, anterior, 282 * 

Colpotomy, after-treatment, 337 
' • — anterior, 329 — 3^6 

— complications after, 337 

— posterior, 336 * 

Congenital absence of uterus, 67 

— atresia of cervix, 70 ^ 

* — atrophy of uterus, 69 • 

— \ypertroph31 of cervix, 70 
— - stenosis of berycal canal, 68 

t^rpus Weunni cysSJ of, i537 * 

-»• — formation C3^, l8 
Couch, Veit-Schroeder’s, 7 
Cryptomenorrhoea. See Amenorrhcca. 
Curette, different forms of, 155 

— use of, in diagnosis, 14 
Curetting, 154 

^ •— complications in, 157 
j- in chronic endometritis, 143 

— in myoma uteri, 1 82 

— in prolapse of uterus, 101 

— in salpingo-oophoritis, 225 

— of irremovable malignant disease, 
208 

Cystadenoma of ovary, 241 
Cystic changes in Fallopian tube, 217 

— degeneration of myoma, 173 
Cystitis, SBtiology of, 28* 

— bacteria usually found in, 28 

— gonorrhoeal, 28 

— symptoms of, 28 

— treatment of, 29 
b5^ drugs, ^0 

solutions for use in, 29 • 

9 washing out of bladder, 29, 30 

Oystocele, 32, 266 • 

Cystoma, papillary, of ovary, 237 
Cystoscope, Nitze’s, 34 
Cystoscopy, 33 

— instruments u^d in, 33 

— with Nitze^ cystoscope, 33 # 

Cysts, Etiology of, 64 

— dermoidf of bladder, 31 
~ of Bartholin’s gland, ^ 

— 5f broad ligament, 258 

— of corpus luteum, 237 

• — ^^GAafian follicle, 236 
of ovary, dermoid, 244 

proliferating, 238 

, — of round ligaSoibnt, 26^ 

— of vagina, 64 • 

A- papillary, proliferating, 238 

— paro'^^rian, 259 


Cysts, retention, in endocervicitis, 147 

of ovary, 236 

of vulva, 52 

— tubo-ovarian, 212 

Dermoid cysts of bladder, 31 

of ovary, 244 , 

origin of, 245 

Development, errors of, 67 
Diagift).sis, microscope in, 15 

— of cases, 3 

— ■ operations in, 15 
Diet after abdominal operations, 321 
Dilatation of cervix, 70 
Dilator (Marion Sims) for use in vagi- 
nismus, 61 

Dilators, cervical, 14, 71 
— Hegar’s, 15 

Discharge, menstrual, nature of, 17 
Discharges, character of, in carcinoma, 
188 

Displacements of uterus. See Uterus. 
Diverticulum, rectal, in oophoritis, 222 
Douches, vaginal, antiseptic, 58 
Douching, vaginal, with use of pessaries, 
111 

Doyen’s anterior vaginal retractor, 328 

— broad ligament forceps, 362 

— corkscrew myoma-extractor, 339 

— needle -holder, 316 

— ovary extraction for^ps, 327 

— posterior speculum, 326 

— retractor, 307 ^ 

— total hysterectomy for^on-malignant 
conditions, 348 

Drain^e of peritoneal cavity, 318 

gauze in, 319 

indications for, 31> 

— vaginal, 261 

Drugs in treatment of cystitis, 30 

of dysmenorrhoea, 25 

of myoma, 182 

©nctless glands, amenorrhoea produced 
• .by, 21 

functions of, 19, 69, 232 

secretion of, and menstruation, 19 

Dudley’s posterior division of cervix, 77 
Dysmenorrhma. anteflexioh causing, 115 

— causes of, ^4 

— congestive, 24 * 

* — due to infantile uterus, 69 

— exfolfetiv®, 25 
extftn^niftal causef of, 2^ 

— pnital tr^ct causes^f, 24 

— in diagno^s, 5b 

— membranous, 25 
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Dysmenorrhiea, obstructive, 24 

— symptom of stenosis of cervical canal, 

‘ B8 

— treatment of, 25 
Dyspareunia, 61, 234 

Ectropion of cervix, 150, 151 
Eczema of vulva, 44 
Elephantiasis of vulva, 47 “ 

— ■ pseudo-, 46 

Embolism, pulmonary, after operations, 
324 

Enchondroma of vulva, 49 
Endocervicitis, erosion of cervix in^ 147 

— retention cysts in, 147 
Endocrinous glands, function of, 19, 69, 

232 

Endometritis, 126 

— adenomatous, 139 

— atrophic, 141 

— bacteriology of, 138 

— causing monorrhagia, 23 

— chronic, 136 

constitutional symptoms, 141 

treatment of, 142 

— cystic, 139 

— ‘‘diphtheritic,” 128 

— exfoliative, 141 

— glandular, 137, 139 

differ^’itial diagnosis, 189 

— haemorrhagic, 139 

— interstitial, 139, 140 

— mixed, 1^40, l41 

— patnology of, 139 

— symptoms of, general, 142 ^ 

local, 141 

— vari^i^ies of, 138 

Endometrium, changes in myometritis, 
134, 135 

— normal, 136 

Endosalpingitis, chronic, 215 
Endothelioma of ovary, 243 < * 

— oi uterus, 199 < ' 

— of vagina, 64 

Entero-uterine fistulae, 284 
Entero- vaginal fistulae, 284 ^ 

Ergot fn myomata, 182, 3^7 
Erosion of cervix in endocervicitis, 148 
Examination, abdominal, 6 < 

— abdomino-i'agino-rectal, 11 

— bim|uual, 7, 8 ^ / 

— pelvic, 6 ' , • ‘ 

— ^physical, (f ^ 

^ - positioy‘s'in, 12,»306t 

va^nal, 7 ‘ 


Extra-peritoneal haemorrhage, 301 

( 

c • 

PAiiLOPiAN tube or tuibes, carcinoma of,* 
230 * ^ , 

conservatiiws operations on, 226^ t 

cystic changes in, 217 

c’iseases of, 210 

inflammatory diseases, 210 

— * — new growths of, 229 

operations on, 388 — 405 

re-establishment of ostium, C95 

removal of, 226* 

sarcoma of ^*-^30 * ' , 

septic inf Act ion of, d 31 * 

torsion of, 2*21 

tuberculosis of*, 227 

tubo-ovarian cysts, 219, 220 

• tumours of, 229 

Patty degeneration of myoma, 172 
Pergusson’s speculum, 13 ^ 

Fibroma of bladder, 31 

— of ovary, 243 ^ 

— of round ligament, 260 

— of urethra, 37 

— of vagina, 62 
— of vulva, 49 

Fibro-myomata of broad ligament, 260 

— of uterus, 170 

secondary changes in, 171 

symptoms of, 177 

treatment of, 181 

— operative, 183 

palliative, 182 

— radical, 183 

Fistula forceps, 327 
Fistulae, 283 

— after operations, 324 , 

— ■ treatment of, 287 

— ureteral, operations for, 288 
treatment of, 287 

— varieties of, 284 

— vesico- vaginal, t'perations for, 287 ' 
^Forceps, 308, 309 i 

American bullet, 14 ». 

— 5 fistula, 327 

— mouse-toothed, 318 ♦- 

— Fean’s cyst, 396 < 

hysterectomy, 327 ^ • 

Formalin in treatment of acuje cotpore,al 
metritis, 132 ^ ^ 

chronic endometritis, 144 

C 

Fungi, vaginal, 58 e 

u • 

Gartner’s ducts, cysts of, 259 
Gauze in drainage, 319 < 
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Generative sy^em, disordera of, causing 
menstrual disorders, 21, 23 
► G®iiital atresia, 202 * 

— » tract, injuries of, during la^iour, 
264 ^ 

’Genitals, external, of virgin, 9 

— internal, sagittal section of^ 1 1 

— relation of ductless glands to, 19 
Gilliam’s suspension operation, 411 
Glands connected with pelvis, FrMfiji- 

• p^ecl • 

GonorrhcBJL, cy&Jitis due to, 28. 39 
Gonorrjioe^l metrit^ 133* ^ 

•* — x^ritonitif , 254 « * 

— salpingitis, 212»* • 

— vaginitis, 57* 

Graafian follicle, 18 

— — cysts of, 236 

Grafts, ovariin, in treatment of amcnor- 
rhoea, 22 

• ■* value of, 232 

H.iimatocele, 296 

— retro-uterine, 299 
Haematocolpos, 293 
Hajmatoma of vagina%66 

— of vulva, 51 
Haematometra, 293 
Haeinatosalpinx, 220, 293 
Hiemorrhage, extra-perMoneal, 301 

— internal, of genital origin, 297 

— intra-jieritoneal, 297 
setiulogy of, 297 

— — treatment of, 300 

— secoidary, aft^r operations, 323 
Haemostasis by suture, 361 
ifegar's curette, 155 

“ — dilators, 15 • 

Hernia of ovary, 233 

— of vulva, 53 
Herpes of vulva, 43 
Hodge jiessary, 99 

in prolapse, 100 * 

Hydrastis Canadensis in myomata. ite 
Hydrocele o§ canal of Nuck, 53 
riydrops tubae profluens, 2*20 
Hydrosalpinx, 218 
Hydrostatic dilators, 15 
tlyift<^, ifhperf orate, 292 
Hysterectomy, 338^»-370 

— clamps for use in, 339 - 
, — I)o3^en’a% 348^^351 ^ ^ 

^ — indications for, 339 f 
^ in maKgnant disease of uterus, 207 

— in myomata, *183 


Hysterectomy, partial or supra- vaginal, 
183 

— selection of route, ,*'39 

— suture operation, 361 — 370 

— total, for malignant conditions, 357 
for non-malignant conditions, 349 

— vaginal, 361 — 370 * 

— ve itral, 183, 339 

complications of, 361 

paitial, 342 — 348 

total, 348—361 

— Wertheim’s, 357 

— without mutilation of uterus, 361 
Hysteropexy, 379 — 384 

— vindications for, 379 

— in prolapse, 101 

— in retro -deviations. Ill 

— vaginal. 111, 383 

— ventral. 111, 3S0 

Ir.NiPUNCTURE of ovarv, 402 
Ihle’h piste, 45 
Inciuons. closure of, 3l5 

— diagram of, 310 

— vaginal, 261 

Incontinence of urine, trcatnic.it of, 40 
Infancy, period of, history, 3 
Infecti ).is, cystitis due to, 28 
Injuries of genital tract, 264 
Instrument 4 used in ventral Cipliotomy, 
309 m 

— use of, in diagnosis, 12 
Intestinal paralysis a^d obstr^dion after 

operation, 324 ^ 

— tract, treatment of, after diierations, 
322# 

Intra-peritoneal hpemorrhage, 297 
Inversion of uterus, 119 * 

acute, 119 

“hronic, 121 

differential diagnosis of, from 

polypi, 123 

extirpation, 124 

•- gradual reduction, 123 

— lapid reduction of, 124 

treatment of, 123 

locioform gauze in dilatation of cervix, 
1^ . 

in drainage, 319 ^ 

^rrigatibn of ]jladder, 29 

• 

Kelly’s sgispinsion operation^ 382 

— verftsa^ hysteropexy, 380 , 

— vesical speculum, 3l 
Kobelt’s tubes^ cysts of 
Kraufosis vulvse, 48 
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Labium, tumourri of, 48 
Lacerations of cervix, 2G5 

— of perineeum, 265 

— • of recto- vaginal septum, 265 
Laminaria tents, 14 

sterilisation of, 14 

Langhan’s layer, relationship to chorion 
epithelioma, 204 
Lassar’s paste, 45 

Lawson Tait’s porinaporrhapliy scissors, 
260 

Leucoplakia viilVaB, 47 
Leucorrhoia, causes of, 26 
— ■ extra-genital causes, 26 

— genital tract causes. 2(i t 

— in diagnosis, 6 

— in endometritis, 141 

— treatment of, 27 

Levator ani muscles, lacerations of, 04 

tearing of, 02 

Ligaments, broad, cyst>. of, 258 

fibro-myomata of, 260 

rupture of veins of, causing intra- 

peritoneal hajmorrhage, 207 
tumours of, 258 

— round, cysts of, 260 

fibroma of, 260 

shortening of, 406 — 110 

tumours of, 260 

— uterine, 84, 90 

di^ca'fc'c of, 253 

elongation of, 01 

, lipirturo oL in vaginal hysterec- 

tomf% 367, 360 

operations on, 406 — 410 

operative treatment of, irft hyste- 
rectomy, 350 — 35(‘) 

— - utero-^acral, shortening of, 403 
Ligature, slipping of, causing intra- 
peritoneal hajmorrhage, 207 
Lipoma of vagina, 62 

— of vulva. 48 

Lotions in eczema, 44 t * 

Lupus of vulva, 54 < * 

Lymphatics connected with pelvis. 
Frontispiece. 

# 

Mackenrodt’s ligaments* io, 90 
Malignanh degeneration of myoiiKi, 176 

— disoJLso. Carcinoma and Sar- 

coijia. . ‘ 

— tupiours of Uterus, 18\* ^ * 

Marri^ige in diagnosis, 4 ^ 

]V|gfHfin’s curg^tb^, 155 , 

Raftin’ f^t^peculum, 325 » 


Menopause, characteri^tic?; of, 4 

— commencement of, 4 

— See also Post-climacteric period. , 
Menorrhagia, causes bf , 23 « 

— reflex, 23 

A 

— treatment of, 23 * 

Menstrual history of patient, 5 
MenstruaLon, amount of discharge, 17 

— cvclic periods of, 18 

— disorders of, 17 

— effect (tr, on general health, I? u * 

— nature of discharge,**! 7 

— normal conditioi^i’ for, 19 ^ , 

— pain in, 17*^ j ^ \ 

— physiol^gy of, iS- * 

— relation of ovulation to, IS 

— scantyr 69 

— Sec also Amenorrhoea. Dysraenor- 
rheea. etc. 

Me tf it IS, 126 

— bactciiology oh 127 ^ , 

— cervical. 145 t 

acute, 145 

chronic. 146 

treatment of, 152 

See also Endocervicitis. 

— corporeal, acu^e, 126 

complications of, 130 

treatment of, 132 

chronic, 134 

— gonorrheeaU 133 

— septic, pathology oi, 127 
Metrorrhagia, causes of, 23 

— in diagnosis, 5 

— treatment of, 23 

Meyer’b pessary, 99 , 

tMicroscopc, value of. , in diagnosis, 
15 

Micturition, disttirbance.s due to uteriiie 
prolapse, 97 
Monilia Candida, 57 
Morphia, hyx>orlermic injections of, 29 
• Mucoid degeneration of myoma, 173 
hluscles of pelvic floor, 10 
M;vA)^a, abdominal hysterectomy for. 
341 • 

. r . t » 

— chronic inversion due to, 119 

— diagnosis of, 180 ^ * 

— drugs in treatment of, 182 

— incarcerated, 300 

— of bladder, 31 » 

— of Fallopian tube, 229 

— of ovary, ^43 * * « , 

— of urethra,«37 

— of uterus, 170 • 

cavernous or telangei^ctatic, 176 
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Myoma, operations for removal con- j 

* .trasted, 1 84 

• . — pathological^natomj of, 170 
— •prognosis of ,*18*1 • 

* — removal of, after treatment, 376 

• complications, 377 

methods, 370 ^ 

— secondary’’ changes in, 171 

— situation of, 178 

— submucous, removal of, 372 

• — gsubserous and interstitiffl, removal 

of, 371 • 

M3mrae^tom3% ?71-^78 • 

•— cases su^tllble for^37T 

— vaginal, 372 — 3’*4 • 

— \s#ntral, 374 • 

Myometritis, 126 

— chronic, 134 
Myxoma of vulva, 4s 

• .I^ABOTHiAN follicles in cndocervicitis, 

• 147 

Necrosis of myoma, 171 
Needles, ba 3 mnet-bodied, 31() 

— blunt pedicle, 327 

— round-bodied, 317 

Nervous system, disease of, causing 
n^en^t^llal disorders, 21, 23 
Neuralgia, causing d^^smenorrheea, 25 
Neurasthenia, causing dysmenorrheea. 

25 • 

Neuroma of vulva, 40 
Nitze’s ureteral C 3 'stoscope, 34 
^ Noma of pudenda, 43 

Nott’^j^ii valve speculum. 13 
Niil)ilit 3 ’,*])criod of. 4 

CflNTMENTS in eczema, 45 

— in V ulvitis, 43 • 

Olshausen’s ventral hysteropexy’, 381 
Oophorectomy, 302 

(dophoritis, acute, 221 

— chronic, 221 

— chronic h 3 ’f)ertrophic, 222 
Oophorocele, 233 

‘ Oj^erations, dH^gnostic, 15 ^ 

— preparations for, 306 

Opiuji, .danger of, in treatment of 
dysjnenorrhoea, 26 
0vafi^ extracts, 232 

• in treatment of amenorrhoea, 22 

— secretion, 22 
.Ovariotomy, •395-^-102 ^ ^ 

— complications, 401 § 

A- indications for, 395 

— vaginal route,* 400 


Ovary and ovaries, — 

— alterations in function of. 231 

— ascent of, 233 

— carcinoma of, 242 
second ary^ 245 

— changes in, during menstruation, 17 

. — cirrhosis of, 222 • 

— conservative operations on. 226 

— cy’^stadenoma of, 24 1 

— cf^sts of, dermoid, 244 • 

proliferating, 238 

removal of, 396 

— descent of, 233 

— diseases of, 231 

— ^displacements of, 232 

— endothelioma of, 243 

— errors of development, 231 

— fibroma of, 243 

— - grafts of, value of, 22. 232 

— hernia of, 233 

— ignipunctare of, 402 

— internal secretion of, errors of, 231 

— myoma of, 243 

— new growths of, 235 

— operations on, 388 — 405 

— papilloma of, 238 

— prolapse of, 233 

— resection of. 402 

— retention cysts of, 236 

— sarcoma of, 243 

— teratomata of, 244 ^ 

— tuberculosis of, 235 

— tubo-ovarian cysts, 219 ^ 

— tumours of, com^x,^46 

developed from epitheffal struc- 

^ ture, 237 

developed from mesoblastic cells, 

242 • 

differential diagnosis of, 249 

nrthological anatom of, 246 

prognosis of, 251 

removal of, 396 

• — rupture of cyst wall, 249 

%}piiptoms of, 247 

treatment of, 251 

twisting of pedicle, 248 

— undescended, 233 
Ovulation, errors of, 231 

— obstruction to, 24 

— relation to menstruation, iS 
t)vum, fertilisation of, 1^ 

iftiiN, difigi^^c, 6 ^ . 

— in menstr^tion, 17* 

— in peritonjal iafecti^ff.^-H 

Papilfcma of bladder, 31 ^ 
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Papilloma of Fallopian tube, 

— of ovary, 238 

— of vulva, 

Parametritis, 256 
Parametrium, infection of, L‘ 0 
Parenchymatous oophoritis, acute, 221 
Parovarian cystp, 259 
Parturition, injuries during, 94 
Patient, menstrual history of, in diag- 

• nosis, 5 • 

— preparation of, for operation, 305 
Plan’s cyst forceps, 396 

— hysterectomy forceps, 327 
Pelvic abscess, evacuation of, 261 

— oellulitis, 256 ^ 

— examination of patient, 6 

— floor, muscles of, 10 

— peritoneum, diseases of, 253 

— peritonitis, 254 

— viscera, anatomical relations of, 12 
Pelvis, blood-vessels and nerve'< of, 

F}onf i.spicc(‘ 

— lymphatics connected with. Frontis- 
piect 

Pendulous abdomen, 263 
Perimetritis, 254 
Perinaeorrhaphy, complete, 27 (> 

— incomplete, 269 

Perinaeum, lacerations of, 54, 2<)5, 270 

— operations on, 269 
Perithelioma of^Jiterus, 199 
Peritoneal adhesions, coaliotomy for, 

308, _ 1 

— cavity, drc^inage of, i6l I 

Peritoneifhi, carcinoma of, 20 0 

— closure of, after ventral cncli^-omy, 

313 

— pelviCjMiseases of, 253 

— pseudo myxoma of, 253 
Peritonitis associated with oophoritis, 

222 

— pelvic, 254 

bacteriology of, 254 ^ * 

drainage in, 261 ^ * 

treatment of, 256 

— septic, 129, 131 
after operations, 323 

Pessaries; 98 

— in treatment of prolapse, 98 

— introAuci,tion of, 99 
Pfannenstiel’s in(»ision in Central coelio-* 

tomy, 3J1, 312 . / 

Physical examinaVion 6f p^Rient,^3 ' 
Pituitary extract iil in^niile uterus, I 

m € « € 

|insuflfciency, effects of, 19 * 


Pneumonia after operatiorfs, 323 
Polypi, cervical glandular, 150 
mucous* 150 p* 

— fibrous, 183 » * 

— operations for removal of, 184 , 

— uterine, differential diagnos-is of, 
from inversion, 123 

Po.st-climacteiic period, 4 
Post -operative complications, 323 

— collapse, 323 

flstwlse, 324 • ^ 

intestinal paralyris and obstruc- 
tion, 324 , * 

pneilmo’tiia^ ^3 « ^ * ' *, 

pulmonary ctfpiplications, 324 * 

pyaemia, 323 * 

reopening of wound, 323 

secondary hsemorihage, 323 

septicaemia, 323 

septic peritonitis, 323 

urinary suppres.- ion, 324 • 

Pouch of Douglas, tumouis in, 116 
Pregnancies, number and natuie of, in 
diagnosis, 4 

Pregnancy, effect on fixation opeiatio»’s, 
112 

— extra-uterine, ruptuie causing intra- 

peri toneal hae.mon hage, 297 

— myoma in relation to, 170 
Prescriptions for eczema, 45 

— for vulvitis, ^3 
Procidentia uteri, 89 
Prolapse of urethra, 38 

— of urethral mucous membiane, 38 

— of uterus, 89 

radical cure of, 386 

«'• — of vagina, 92 , 

— of vaginal walls or uteius, injuries 
which produce€i264 

Protargol in acute corporeal metritis, 
134 

— in cystitis, 29 

' Pruritus vulvse, 45 * 

^ operation for, 46 

Psel^o-myxoma of peritoneum, 2&3 
Puberty, characteristics of, 3 

— duration o'l, 4 

— environment and, 4 * 

Puerperium, nature of, value in diagnosis, 

5 • * 

Pyaemia after operatie^ns, 323 
Pyosalpinx, 218 • 

— differential diagnosis of,iS24 

— double, 222 f‘ , 

— drainage in, 261 * t 

— tuberculous, 153, 228 , 
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Quenu’s retractor, 308 

• Rectocele, 94, SjO • * 

Recjo-uterine fistfflao? 284 • 

Rect(j- vaginal fistulae, 284 

— septum, laceratidfis of, 265 
Red degeneration of myoma, 176 
Reposition of acute inversion c* uterus, 

120 

— of chronic inversion of uterus, ^23 

• — ^f prolapsed uterus, 97 • 

— of retro-deviated uterus, 105, 107 
Resection of ovar3^*402 « 

of Uiteru^,«l35 * * 

ReSt after abdomiiiikl^peratiwis, 320 
Retraaifcor, abdominal, Doyen’s, 307 ! 

Quenu’s, 308 | 

— vaginal, Do^’en's, 328 | 

Segond’s, 328 j 

Retroflexions of uterus, 103 | 

t ^^‘t reposition of uterus, 113 | 

Retroversions of uterus, 103 
Rheinstadter’s flushing curette, 155 
Rheumatism causing dysmenorrhoea, 25 
Ring pessaries, 98 
Round ligaments, 85 

anatomical relationships, 407 

shortening of, 406 

extra-peritoneal, 40 (i — 409 

suspension of uterus by, 410 

tumours of, 260 » 

Sacculation of urethra, 39 
Sacto-salpinx, 216 

SaliiK^i^’ections after operations, appara- 
tus^for, 321 ^ 

— solution in tieatmcnt of acute* 
corporeal metritis, 133 

Salpingectomy, 388 % 

Salpingitis, acute, 212 

— chronic, 215 

« interstitial, 216 

— follicular, 219 • 

— gonorrhoeal? 212 

— nodular, 218 

• — tuberculous, 228 

Satpingocele, 1^33 * 

Salpidgo-oophorectomy, 393 
Salpii^o-oophoritis, 210 
•— iic^te^reatment of, 225 

associated with 4 )critonitis, 

— bacteriology of, 210 
^ — chronic, ^reatMlent of , palliative, 225 

— differ^tial diagnosis^, 224 

* -o- symptoms of, 223 

— treatment of, radical, 226 



Salpingo- g^phorocele, 233 
Salpingostomy, 226, 395 
Sanger’s operation for vesico-vaginal 
fistulse, 290 

— trachelorrhaphy, 164, 166 
Sarcoma associated with fibro-mvomata, 

— *of bladder,^! 

— of Fallopian tube, 230 

— ojP ovary, 243 ^ 

— of urethra, 38 

— of uterus, 196 

— of vagina, 63 

— of vulva, 51 

— pathological anatomy of, 63, 190 
Schultze's method of reducing chronic 

inversion of uterus, 123, 124 
Scissors, myomectomy, 371 

— types of, 307 

Secretion, internal ovarian, errors c»f, 
231 


— — - relation to genitals, 19, 21 
Segond’s clamp forceps, 362 

— double-curve anterioi vaginal retrac- 
tor, 328 

Septicaemia after operations, 323 
Septic infection of uterus, 127, 129 
Silver nitrate in cystitis, 29 
Sims’ (Marion) curette, 155 

glass vaginal dilator. 61 

operation for ^vesico-vaginal 

fistulae, 289 

position inv ©xamn^tion of 

patient, 12 ^ ^ 

Smith-Hodge pessary, 99 • 

Smylj^ modification of Schultzc’s spoon 
forceps, 372 

Sound, Bandl’s hollow, 143 • 

— uterine, use of, 13 
Speculum, Doyen’s posterior, 326 

• — Fergusson’s, 13 

— Martin’s, 325 
Nott’s trivalve, 13 

Staphyi»(^occal infections of uterus, 127 

— peritonitis, 254 
Staphylococcus in cystitis, 28 
Sterility due to anteflexion, 115 

— *dne to chronic endometritis, 142 

— due to eftors of ovulation, 231 

— du^to stenosis of cervical clinal, 68 
Streptococcal Sections I of uterus, 127 

— peritdhitis, 254 

SfreptocR(ipusAi cystitis^ 28 * 

Submucous myoma, remtval of, 372 
Subserous or^ in|-erstlW81^ myoiAa|^,^ 

removal of, 371 ^ r* 
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Suprarenal secretion, 20 \v. 

Suspension of uterus by round ligaments, 
410 

V. hysteropexy in retro-devia- 
tion, 111 

Suture operation in vaginal hysterec- 
tomy, 361 ^ V 

Syringe, Braun’s, 143 

Tamponades, 15 • 

Tampons in treatment of prolapse, 08 j 
Tapping of cysts of ovary, 252 | 

Tents, dilatation by, 14 ; 

Teratomata of ovary, 244 j 

Thomas’ pessary, 98 ^ 

Thrombi, septic, of uterine sinuses, 131, , 
132 

T hrombosis, pelvic , 131 
Tli^mius secretion, 20 
1’hyroid extract in amenorrhoea, 22 ' 

in infantile uterus, 70 

— insufficiency, effect on genitals, 19 
Torsion of uterus, 118 
Trachelorrhaphy, 164 

— Emmet’s, 165 — 168 

— Sanger’s, 164, 166 
Traumata of vagina, 6() 

Tr(‘atmont of acute corporeal metritis, ; 

132 : 

— — inversion of uterus, 120 

— — salpingo- oophoritis, 225 

— of amenorrSoeA,sj22 i 

— of chronic corvica>metritis, 152 

enSometrit^^,. 142 

im ersiln of uterus, 123 

salpingo-oophoritis, 225 

— of cystitis, 29 

— of dysirienorrhoea, 25 ; 

— of fibro-myomata, 181 i 

— of fistulae, 287 j 

— of genital atresia, 295 I 

— of injuries of genital tract, 268 j 

— of intra-peritoneal haemorrhage, 3j9(> 

— of leucoplakia, 48 # 

— of leucorrhoea, 27 

— of malignant disease of uterus, 207 

— of menorrhagia, 23 

— of metrorrhagia, 23 ^ 

— of ovarian tumours, 251' 

— of pei/ic peritonitis, 256 ^ 

— of pendulous#abdomen,*264 * 

— of peritoneal adhesiona^ 308* 

— of profkpse ol uterus, ^ j 

— of pseudo-myxoma of jferitoneum, | 

^254 / I 

€ f * € I 

-n of ste^ifosis of cervical canal, 68 * ! 


Treatment of tuberculosis*of uterus, 154 

— of tumours of bladder, 32 , ‘ 

— of v^ginisnlus, 61 / 

— ^f vaginitis, 58 r * 

— of vulvitis, 42 
Trendelenburg posifion, 30t) 

Trypsin, relation to menstruation, 19 
Tubercle^acillus in cystitis, 28 
Tuberculosis of Fallopian tubes, 227 

— ifi ovary, 235 

— of uter 4 fs, 153 . • 

— of vagina, 66 ^ 

— of vulva, 54. , * 

Tubo-ovarirfn c^st.s,^fl2 * ^ ^ 

Tumours, cystic, proliferating, 240 • 

— leucorrhoea caused by, 26 

— of bladder, varieties of, 31 

— of broad ligament, 258 

— of Fallopian tube, 229 

— of ovary, complex, 246 

developed from epithelial struts ^ 

ture, 237 , 

developed from inesoblafstie cells, 

242 

differential diagnosis of, 249 

rupture of cyst wall, 249 

treatment of, 251 

twisting of, 248 

— of round ligament, 260 

— of urethra, 36 

— of uterus, bt^iign, 170 
malignant, 187 

— of vagina, false, 64 
true, 62 

— of vulva, 48 
Tujielo-wood timts, 15^ 

Ulceration of intra-peritoneai growtti 
causing luemoyliago, 297 
Ureter, operative treatment of, in hys- 
terectomy, 354, 358, 361 
Uretero-uterine fistulie, 284 
isUretero- vaginal fistulff . 284 
Bcrethra, carcinoma of, 38« 

— icaruncle of, 37 
removal of, 37 r 

— dilatation ‘of, 39 * 

symptoms of, 40 

treatment of, 40 ' ‘ 

— fibromarof, 37 ^ t « 

— fistulae of, operatipns for, 288 

— myoma of, 37 i 

— prolapse of mucoils^raei^rarie, 38 
' — sacculatioif (lif , 39 

symptoms of, 40 

treatment of, 44) 
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Un^thra, sarcoAa of, 38 

— tiimours of, I 

• llrothro-vaginal fistula\ ^4 

UriiVJ, incontinence 6f, 40 * 

j — »ui)pre.ssion of, after operation, 

• 32+ ^ 

Urotropin in eystitis, 29 ^ ' 

Utero-sacral ligaments, 85, 00 i 

shortening of, 403 ^ | 

Uterus, adeno-myoma of, 185 

• — exion of, 83 • 

— — ])atliologlcal, 114 

— aiii eposiLion c4ull()« 

0 — autevort^(J!i of, 1 14 
_• p.itho’ogicai^ 14 • 

— - WP)o( 1 sup])]}^)f, 338 

— ( arcinoina of, 187 

— •— (hifercntial diagnosi> '>f ISS 
treatment of, 207 

— - change'- in, during monstriiation. 17. 

• •• is“ 

chonon-epithelioma ot, 20 1 

— congenital absence of, 07 

— _ — atrophy of, 69 

— congestion of, 138 

causing dysmenorrhcea. 24 

— d(‘xtro- andsinistro-position" ol, 117 

— diseases of, 07 

— displacements of, 70 

liackward, 83, 102 

(‘aiises of, 80 • 

— — complex, 83 

douiiAiard, 83, 80 

^ forward, 83, 114 

— -^jnversion, 83 

la^lcral, 83,.117 | 

t(5rmin^]ogv of, 70 JH 

torsion, 1 18 

- -- upward, 83, 80 

— double or bipartite, 67 I 

^ - endothelioma of, 100 [ 

•— errors of development, 67 

— extirpation of,*in clironic inversion, • 

, p4 • ^ . 

— ft!)rc)-myoma oi, 170 1 

^ age (d patient in, 170 | 

diagnosis of, 180 

— ~ situation of tumour, 178 

^ size of, 170 

• •— ^i^tfin operations on, 112, 379 — 

384 •W 

— flexion of,«70 i 

^ — gravid^ ^^agnoSis of, JOO j 

— infanfele, 69 § • j 

*-•- inhamfnatory diseases of, 126 j 

— intorj^osition Of, 385 J 


Uteruft, irfbra-abdominal pressure upon,. 
87 

— inversion of, 110 
reduction of, 123 

— ligaments of, 84, 86 
operations on, 403 

— ,yft.aJor opcT’^^ons on, ^3 8 — 387 

— malignanf^ disease of, treatment of, 

207 - 

— normal jiosition of, 83 ' * 

— Olshauscifs ventral suspension of, 

381 

— palpation of, 100 

■ — perforation of. during curetting, 156, 

% 157 

— during operation, causing intra- 
pcritoneal haemorrhage, 207 

— perithelioma of, 199 

-- plugging of, in septic iidVctioii 
132 

— prolapse of, 80 

eomjilcte, 265 

effect of weight on, 01 

jialJiative treatment, OS 

radical treatment ot. 100 

treatment of. 07 

— relation of ductless glands to, 1 0 

— removal of, 338 — 370 
with appendages, 221), 277 

— reposition of, 107 

— resection of, 135 

— resistance of ] 

— retro-deviatioi 

— retroflexion of/ 

— rotroposition of, 113 

— re^i’o version of, 

— rupture of, causing intra-peritoneal 

haemorrhage, 207 * 

— sarcoma of, 106 

— spasmodic contractions of, 25 

— supra- vaginaJ amputation of, 342 

— suspension of, by round ]igameiit>, 

^ «| 410 

— toifWn of, 118 

— tuberculosis of, 153 

— tumours of, benign, 170 
— ^ — malignant, 187 

— vaginal jtjachment of, 85 

— version of, 70 • 

^ — V eight of^ 87 


, 13t) 

I floor to, 87 
ioil A 102 • 

^ 


VACCINE 


- • • • • 

)rE •t'l^^ment of acut“ co^ioival 

metritis, 135^ * 

Vagina, atresi^of,€92 ^ ^ 

^ Operations for, 295 
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Vagina, carcinoma of, 62 

— cysts of, 64 
removR^df, 6o 

— discharge frc5'i. See Leucorrhoea, 

— diseases of, 55 

— endothelioma of, v'4 

— excision a!, 261 K 

— fungi of, 5S " ^ 

— insertion of pessaries into, 1 10 

* — inversion of, 122 x 

— operative treatment in hysterec- 

tom3’, 350 

— prolapse of, 02, 93 

— sarcoma of, 63 

infiltrating, 63 ♦ 

— secretions of, 57 

— traumata of, 60 

— tuberculosis oi, 66 

— tumours of, 62 
Vaginal coeliotom}’, 324 

— drainage, 261 

— eximiiiatioii, 7 

— h3"storectom3% 361 — 370 

— h3\steropexy, 383 

— mj’omectornj’, 372 

— secretions, bacteriology’ of, 57 
Vaginismus, 60 

Vaginitis, bacteriology of, 57 

— catarrhal, 56 


j Veit-Schroeder gynaecological couch, 7 
, Ventral ccnliotomy, 308 
I — hysterectolny, 339- —361 
I — 'hysteropexy, 3‘jO 
I — • myomectomy, 374 
Vesico-cervico-vag^Sial fistulas, 284 
I Vesico-uterino fistulas, 284 

I 

) Vesico-vaginal fistulas, 284 
I — operations for, 289 
, Viscera, pelvic, 12 
' Volsellumf^lS 

I — large, for morcellat'.on, 372 
Vuls’a, carcino-na ot< 19 

— catarrh ofi‘ 4’ 

— diseases of, 41 

• — eczema of, 44 ' •. > 

■ — . elephantiasis of, 46. 47 
I — excision of, 51, 52 
I — hfcmatoma of, 51 
[ — Ivf “Ilia of, 53 

— herpes of, 43 

— hy’drocele of canal of Nuck, 53 ^ 

— kraurosis of, 48 

— leucoplakia of, 47 

— operations on, 50 

— pruritus of, 45 

— retention cy’sts of, 52 

— sarcoma of, 51 

— tuberculosis of, 54 



— tumours of, benign, 48 
malignant, 49 

V^ulvitis, catarrhal, 41 

— exudative, 43 

— granular, 42 

— phlegmonous, 43 

— treatment of, 42 

— varieties of, 41 

VVertheim's b^Jkerectomy, 357 

— right-angled clamp, 358 
Wounds, dressing of, after operation, 323 

t?-RAYS in^treatment of myomata, 182 






